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By W. P. Horman, M.B., B.S. (Melbourne), 


F.R.A.C.P., F.F.R., 
Retiring President of the Tasmanian Branch of the 
British Medical Association. 





A stupy of precedent suggests that these annual 
addresses can usually be classified as medico- 
political, clinical, or more rarely, a review of the 
activities of the Branch for the previous year, which 
is, I suppose, their real purpose. 

The history of this Branch during the past two 
decades suggests a tropical sea—long calms inter- 
rupted by occasional typhoons. What I want to 
Suggest today is that the actual climate is 
changing. To end a dangerously easy analogy, I 
propose to take advantage of this opportunity, 
under privileged conditions, to discuss some per- 





1 Delivered at the annual meeting of the Tasmanian Branch 
of the British Medical Association on February 24, 1940 


sonal views of the present relation of our profession 
to society, as this seems an appropriate time to 
review our position. 

Ideas of quite respectable antiquity have become 
ludicrous in the past six months; and some general 
tendencies which we had considered practical possi- 
bilities in a comfortably remote future have 
suddenly and violently accelerated their approach. 

Any description of war aims which has gone 
further than the primary one of elementary self- 
preservation has suggested that this is a struggle 
between free democracy and dictatorial regimenta- 
tion. In a free democracy the initiative to improve 
any aspect of living should ideally come from those 
best informed and most concerned, the executives, 
and not as a ukase from some central authority. 
We are the executives in the department of public 
health, and none of us have had reason to feel 
complacent when we have considered the care of 
health in our community. Nevertheless it is 
humiliating to look back at our reaction as an 
organized body to the first hesitating steps which 
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governments have been taking to improve the social 
organization to preserve health and to_ treat 
sickness. Our fundamental mistake is that we have 
waited for action by governments instead of 
pressing for it ourselves. 

I have no practical solution of the difficulties 
to put forward. This can come only as a result of 


continuous and clear thinking by all of us. And 
here at once the first local difficulty arises. In 


large Branches subcommittees are set up by the 
council to consider particular problems of recurring 
interest—for example, hospital subcommittees. In 
this small State the position is different. In the 
Northern Division we have recently seen medico- 
political subjects displace too many of our monthly 
clinical papers, and on other occasions take so 
much time during the evening that clinical work is 
rushed and discussion stifled. 

I see no easy solution even for this. The oppor- 
tunity for full discussion of these problems by 
individuals is desirable. The discussion of clinical 
problems is in my opinion still more desirable; but 
regular attendances of men on more than one 
night in the month is apparently not to be expected. 
Yet if such business is always left in the hands of 
a relatively small council, a dangerous condition 
can arise. It will be remembered what followed 
from such a system, elsewhere, during the national 
insurance negotiations. 

Two minor improvements might be considered. 
Firstly, I suggest the inclusion in the annual pro- 
gramme of, say, two properly organized debates on 
subjects of general medico-political interest. Such 
a debate, by the Northern Division, on the 
nationalization of medicine proved to be quite 
valuable. My second suggestion is the appointment 
of a small subcommittee of, say, three senior men, 
which might be called a public relations sub- 
committee. Their appointment should be for a 
term of at least three years. They would be in a 
position to bring forward a report at special 
general meetings of the Branch, called to make 
decisions on large matters of policy. Such a report 
would tend to focus the necessary discussion and 
avoid the irritating discursiveness which has 
occurred at similar meetings in the past three vears. 

During my membership of the Branch three major 
subjects of negotiation with governments have 
arisen. 

The first, the staffing of the larger public hos- 
pitals, has of course, opened up greater issues than 
mere local disagreements. Just two aspects of this 
problem may be mentioned. First, the honorary 
system as applied to public hospitals, under such 
legislation as exists in this State, is quite farcically 
illogical. As a consequence it causes constant 
irritation to medical staffs from one point of view, 
and to administrative bodies from another. 

There is another paradox here, which is not con- 
fined to this State. The complete investigation of 
the poorest patient in the public hospital in normal 
times is never cut short by its possible cost; but 
the average wage-earning private patient with an 
obscure condition presents to his doctor not only a 





diagnostic but a financial problem; and the latter 
often dominates the picture. 

Some remedy for the high cost of specialist 
investigation and treatment must be found. It 
seems to me that it will include a changed attitude 
towards the hospitals by patients, and, incidentally, 
the passing of the honorary system. This is the 
first problem, which we have not solved. 

The second legislative action which concerned us 
has been somewhat euphemistically described as the 
provision of free medical services to patients in 
remote country districts. The reaction of this 
Branch to the general principle of bringing help to 
people living in districts where private practice 
could at the best provide a bare living was openly 
favourable. Some individual instances of injustice 
appear to have occurred, but I think on the whole 
that so far it is fair to assert that the effect has 
been valuable to the State. 

It is at the same time not strictly similar to 
other State medical systems to which we have 
become accustomed. For example, men in quaran- 
tine services, pathological laboratories, in schools 
and in the fighting services impinge on a different 
side of medicine from that of the general prac- 
titioner, here becoming a salaried State officer. 
The present arbitrary limitations which hedge the 
Tasmanian service are not necessarily permanent. 
Potentially this is the second problem we must 
attempt to solve. 

Following closely on the heels of this State legis- 
lation came the Federal National Health and 
Pensions Insurance Act. This time we _ were 
invited as representatives of the whole Australian 
profession to consult with the Government in 
framing the conditions and terms for the 
medical services to be provided. I do not wish 
to consider the merits or defects of the pro- 
posals, but the public controversy that followed 
has done great, perhaps  irremediable, harm. 
Many of our fellow citizens feel that we fought 
legislation aimed at improving public health because 
it threatened our pockets. These proposals have 
lapsed, but this remains our third problem for 
solution. 

There is a broad principle underlying the three 
questions I have mentioned, and it is not a matter 
of party politics. It is the high cost of medical 
care. This has assumed such proportions that 
reactions are occurring and will continue to do 80. 

There are few of us who would not welcome the 
severance of any direct financial relations with our 
patients; but the alternatives so far put forward— 
he it noted always by governments or interested 


financial bodies—have been open to serious 
criticism. 
One can read somewhat coloured accounts of 


medical services in the totalitarian States, or nearer 
home observe the preliminary steps taken in 
Queensland and New Zealand. Fundamentally all 
such systems have attempted not only to divorce 
medical practice from uncontrolled private profit, 
but side by side with this have divorced patient 
and doctor from that personal relationship which 
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in British communities has raised the physician 
to a status something akin to that of a priest. 

So much for the urgency of some solution of the 
problem of cost to the patient. Curiously enough, 
there is another quite opposite weakness of the 
present system. I mean the lack of security for 
the medical practitioner. This may be illustrated 
by two of its consequences. 

First we may notice the comparative rarity of 
clinical research. If we leave out the very small 
minority of medical scientists whom nothing can 
deter, there remains a vast army of men to whom 
some vision has come, some idea away from the 
routine that must be followed up. This description 
will apply to most of us. Yet how uncommon it 
is for a piece of investigation to be started by a 
practising doctor and carried through, it may be 
for years, to some conclusion. I would say with 
confidence that this failure is due neither to lack 
of general competence nor to loss of interest, but 
in the last analysis to the necessity of earning 
money. The urgency of this financial motive in 
most cases is not due to a childish pursuit of some 
state of luxury, but to a very real fear for future 
security. 

Another consequence of our present circum- 
stances is more difficult to describe. It may be 
taken that in Australia medical men receive from 
their fellow citizens not only confidence in their 
ability, but also in their personal integrity. Never- 
theless, we ourselves know of practices which we 
would prefer to forget. The temptations to a 
doctor’s intellectual and financial honesty at present 
are frequent and not unattractive to everyone, And 
here I would conclude with a generalization which 
I hope follows with some logic from this quite 
personal review of our position in the community. 

If we were so organized that our monetary reward 
was not dependent on individual decisions and, on 
the other hand, within reasonable limits was both 
adequate and stable, then the honour and interest 
of the profession would indeed be advanced. 


in, 
> 


ANTIDIURETIC SUBSTANCE IN URINE IN RELATION 
TO NORMAL AND TOXAZMIC PREGNANCY. 








By Vera I. Kriecer, D.Sc., 
AND 
Trevor B. Kitvineton, M.Sc. 


(From the Pathology Department, Women’s Hospital, 
Melbourne, and the Department of Physiology, 
University of Melbourne.) 





Since 1931, when Anselmino, Hoffmann and 
Kennedy‘) reported the detection of a pituitary-like 
substance in the blood of women with toxic albumin- 
uria and eclampsia, interest in the relation between 
the posterior lobe of the pituitary and eclampsia 
has been revived. Antidiuretic as well as pressor 
effects were demonstrated in ultrafiltrates from the 
blood of 25 women with toxic albuminuria and 
eclampsia. Since then many controversial papers 
have dealt with the demonstration of the presence 





or absence of this antidiuretic substance in blood 
and with the question of its origin. 

In 1935 Hurwitz and Bullock stated that they 
had been unable to detect any such substance in 
ultrafiltrates from the blood of fourteen patients, 
of whom one was eclamptic and seven had suffered 
from preeclampsia. Similarly, Byrom and Wilson‘) 
failed to obtain any inhibition of water diuresis 
with blood from thirteen albuminuric patients 
(including three patients with eclampsia) whose 
systolic blood pressure varied from 140 to 190 milli- 
metres of mercury and in whom there was visible 
pitting edema. Theobald) was able to demon- 
strate antidiuretic effects with ultrafiltrates from 
the blood of eclamptic patients; but in his opinion 
the active principle was not of pituitary origin, 
since it did not permeate collodion membranes per- 
meable to pituitary extracts. Levitt, after 
precipitating proteins (by heat and acetie acid), 
prepared an ultrafiltrate through a collodion mem- 
brane under pressure from dog’s blood to which 
pituitrin had been added. This preparation had 
only slight antidiuretic potency. In ultrafiltrates 
prepared from dog’s blood drawn at short intervals 
after intravenous injections of pituitrin, definite 
antidiuretic activity was demonstrated; but no 
effects could be obtained with samples drawn twelve 
minutes or longer after the injection. Levitt also 
tested the blood from patients suffering from hyper- 
tension, preeclampsia and severe eclampsia, but 
failed to obtain any effect except a slight inhibition 
from the blood of four eclamptic patients. 

Melville“ developed a method for the extraction 
of the antidiuretic principle in acid alcohol and 
was able to detect injected pituitrin in the blood 
thirty minutes later. The pituitrin seemed to have 
disappeared from samples drawn shortly after this 
time. By this method he was able to detect anti- 
diuretic activity in blood from men and _ non- 
pregnant women; but with blood from women 
during the latter part of pregnancy no inhibition 
of water diuresis occurred. Five samples of blood 
from a group of six patients whose systolic blood 
pressure exceeded 140 millimetres of mercury 
showed some antidiuretic effect. No blood from 
patients with severe eclampsia or preeclampsia was 
tested. 

Heller and Urban“) proved that, in vitro, tissue 
extracts of liver, muscle, brain and kidney had the 
power to inactivate pituitary preparations. This 
property was exhibited to a lesser extent by whole 
blood. The rapid disappearance of antidiuretic 
activity from the circulating blood, after the intra- 
venous injection of large doses of pituitrin, sug- 
gested the inactivation of the pituitrin by a similar 
adsorption process. If pituitrin in amounts from 
one to ten milliunits was injected intravenously 
into rats, 11% to 15% could be recovered in the 
urine. Injection of larger quantities of pituitrin 
caused no appreciable increase in the amount 
excreted in the urine; that is, the percentage of 
antidiuretic substance excreted in the urine 
decreases as the amount injected increases. Also 
the bulk of the pituitrin found in the urine was 
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excreted within the first fifteen minutes after 
injection. 

These results suggest that after the injection of 
small doses of pituitrin only a small proportion is 
excreted by the kidney, the rest being inactivated 
by the blood colloids. Heller and Urban hold that 
the inactivated pituitrin is later excreted in the 
free state after liberation in the renal tubules. It 
is evident that unless amounts of pituitrin exceeding 
the specific adsorptive capacity are present in the 
blood, no antidiuretic effect will be detectable. 
These facts may explain the negative results 
recorded by many workers. The urinary excretion 
of pituitrin injected intravenously into cats was 
also recorded by Jones and Schlapp.“ In 1937 
Gilman and Goodman? created the necessity for 
renal water conservation in rats by producing 
dehydration for periods of twenty-four to ninety- 
six hours or by giving hypertonic saline. solution by 
mouth. Extracts from the urine of such rats had 
the power of inhibiting water diuresis. Neither 
the urine from rats kept under the ordinary con- 
ditions of food and water intake nor that from 
hypophysectomized, dehydrated rats showed any 
such antidiuretic activity. These writers claim that 
this antidiuretic substance has its origin in the 
posterior pituitary gland because (i) hypophysec- 
tomized rats, dehydrated to the point of death, 
failed to secrete this substance in their urine, 
whereas control rats under the same conditions 
secreted appreciable amounts; (ii) the antidiuretic 
activity of the urine and of solutions of pituitrin 
was destroyed by boiling for thirty minutes with 
hydrochloric acid (1%), 2N sodium hydroxide, or 
by reduction for thirty minutes with 0-1N sodium 
sulphite; (iii) the size of the molecule of the anti- 
diuretic substance is of similar magnitude to that 
of pituitrin, since there is no appreciable loss of 
activity after dialysis for three hours through a 
“Cellophane” membrane with a wall 0-00072 inch 
thick. 

Recently Teel and Reid” have confirmed the 
observations of Gilman and Goodman, and in 
addition have examined the urine of normal and 
toxemic pregnant patients for the presence of this 
antidiuretic substance. They were unable to detect it 
in the urine of women who had no toxemic 
symptoms during the last trimester of pregnancy, 
at the time of delivery or during the puerperium. 
When normal women (pregnant or non-pregnant) 
were sufficiently dehydrated after water was with- 
held from them, the urine exhibited strongly anti- 
diuretic effects. Specimens of urine from 28 patients 
with toxemia, ranging from mild asymptomatic 
hypertension to severely clinical preeclampsia and 
eclampsia, were tested for inhibition of water 
diuresis. Marked effects were obtained with the 
urine from the more severely toxemic patients, 
particularly when clinical edema was present. The 
urine of one severely preeclamptic patient showed a 
strong antidiuretic effect, which disappeared after 
delivery. Teel and Reid were unable to demonstrate 
any antidiuretic effect in urine from previously 
normal patients showing rapidly progressing hyper- 





tension and albuminuria late in pregnancy. They 
state that their impression has been that the 
presence of the antidiuretic substance in urine is 
more closely related to the state of water retention 
as indicated by rapid gain in weight, cedema and 
oliguria, than to elevation of blood pressure or the 
degree of albuminuria. They consider that the 
antidiuretic substance is probably of pituitary 
origin, since, like pituitary extracts, it is destroyed 
by hydrolysis with sodium hydroxide, and they have 
eliminated the possibility of its being an cestrogen 
or related sterol by demonstrating its insolubility 
in ether. 

Work along similar lines has been carried out 
during the last two years in these laboratories. 
Although the number of patients investigated is 
not large, the results are statistically significant. 
The present communication is a preliminary report, 
published since it confirms some of the observations 
of Teel and Reid®® and offers further evidence 
regarding certain of their conclusions, which were 
based on very few examples. In relation to the 
observations on antidiuretic effects in normal 
pregnancy, our results are in disagreement. 


Method of Analysis. 
Preparation of Urinary Extracts. 

Urine under investigation was tested for albumin, which, 
if present, was removed in the following way. The 
solution was rendered faintly acid with 2% acetic acid, 
brought to the boil and filtered. Protein-free urine was 
adjusted to a faintly acid reaction by the addition of 2% 
acetic acid. One hundred cubic centimetres of protein-free 
filtrate were dialysed free from chloride and urea by being 
poured into a “Cellophane” bag attached to a glass neck 
separated by a split cork from a Florence flask filled 
with water (Figure I), the bag being then immersed for 
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Figure I. 


one hour in a large volume of tap water acidified to pH 3 
(polychrome) with 20% acetic acid. The process was 
continued for two successive hours in distilled water 
similarly acidified with 20% acetic acid. The “Cellophane” 
membrane was 0-003 millimetre thick, and this special 
apparatus hastened dialysis by exposing a large area of 
solution during the process. A small rubber catheter 
was passed through the split cork to remove samples 
which were tested for chloride and urea. Usually the tests 
gave negative results or indicated the presence of the 
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merest traces of these substances at the end of three 
hours. Slightly acidified water was used during dialysis 
to prevent destruction of the antidiuretic substance by 
long exposure to traces of alkali present in the water. 
The solution was then concentrated to dryness by vacuum 
distillation at 80° C. The residue was dissolved in sterile, 
twice-distilled water from glass and diluted to 10 cubic 
centimetres. After centrifugation the supernatant fluid 
was placed in sterile stoppered tubes and stored in the 
ice-box until required for biological assay. 


Biological Assay. 


The method of Burn‘'"’ for determining the anti- 
diuretic potency of pituitary extracts was used for 
the biological assay of the urine preparations. This 
method depends on determining whether inhibition 
of water diuresis can be detected by the comparison 
of the urinary excretion of four mature male rats 
injected with preparations from the patient’s urine 
with that of four control rats. 


The rats used varied in weight between 200 and 400 
grammes, and they received no food after 5 p.m. on the 
day preceding the test, but had free access to water. 
Groups of eight rats were used. Four. of each group 
received 12 cubic centimetres of water at 40° C. by 
catheter into the stomach and an injection of 0-5 cubic 
centimetre of urine concentrate neutralized with sodium 
carbonate solution into a vein in the tail. 
which served as controls ingested equivalent amounts of 
water, but each received an intravenous injection of 0-5 
cubic centimetre of isotonic sterile saline solution. On 
the following day the procedure was reversed, so that the 
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The other four | 


treated rats on the first day became the controls on the | 


second day. The results obtained were thus checked and 
effects due to peculiarities of individual rats were mini- 
mized. Special Schimmel needles (0-2 by 40-0 millimetres) 
were used for the intravenous injections, and the veins 
were made visible by bathing the tail with hot water. The 
rats were rested for about one month between experiments. 
After injection each batch of rats was placed in a cage with 
a fine wire-mesh base supported in a large funnel coated 
with a film of bile salt solution to ensure that the urine 
voided would pass into the receiving burette instead of 
collecting in droplets on the surface of the funnel. The 
total volume of urine excreted was measured at fifteen- 
minute intervals for two and a half hours and then at 


thirty-minute intervals for a further two and a half hours. 
The total volumes of urine were then graphed against the 
time. 


Calculation of Antidiuretic Power. 


Most workers have calculated the magnitude of 
the antidiuretic activity by measuring the difference 
in the times required for the volume of urine 
excreted by the rats injected with urine concen- 
trates to equal half that of the water ingested and 
for the corresponding volume of urine to be excreted 
by the control rats. By this method only the time 
factor is taken into account. 

Another method of assessing the antidiuretic 
potency of a urine concentrate is to determine its 
total effect by measuring the differences in the areas 
subtended by the graphs obtained when the total 
volumes of urine excreted by the control rats and 
by the treated rats are plotted against the time. 


Experimental Results. 
A Comparison of the Two Methods of Assessing 
Antidiuretic Activity. 

In the present investigation both methods 
described above were used to determine antidiuretic 
power, and the results for four types of patients 
are shown in Table I. 


The Presence of Antidiuretic Substance in the Urine of 
Non-Pregnant Women, Normal Pregnant Women 
and Toramic Eclamptic Women. 


In early experiments large and varying volumes 
of urine were dialysed and concentrated to ten 
cubic centimetres before injection. In spite of the 
length of time originally used for dialysis (twelve 
hours) concentrates of urine from normal preg- 
nant women showed definite antidiuretic effects. 
Heller™”) showed that with injections of one to ten 
milliunits of pituitrin a steep rise in antidiuretic 
effect occurred: increases in the number of units 


TABLE I, 


A Comparison of (i) the Method of the Calculation of Mean Differences in Areas Subtended in Graphs as between Control and Treated Rats on Two Consecutive Days 
and (ii) the Method of Calculation of Mean Time required for Urine Excretion to reach Half the Amount of Ingested Water on Two Consecutive Days, as a means 


of Measuring Antidiuretic Activity in Urine from Non-pregnant and Pregnant Women and Pregnant Women with Toxemia or Eclampsia. 


Non-pregnant Women. 


Observa-! 


Norma Pregnant Women. 


-Toxemic Patients. Eclamptic Patients. 











tion Square Square Square Square 
Number. Inches. Minutes. Inches. Minutes. Inches. Minutes. Inches. Minutes. 
1 0 —14°0 0-31 4-0 0-15 4-0 1-60 10-0 
2 0-51 9-5 0-40 4°5 0-39 —17°5 2-04 8-5 
3 0°93 7°5 1-19 10°5 1-13 16°5 | 3°19 | 91-0 
4 1-06 8-5 1-5 4-0 1-47 8-0 4°31 46°5 
5 1-10 21-0 1-74 11-0 1-70 6-0 4°46 | 35°5 
6 —1°58 0-0 1-79 85-0 2-41 10-0 4°86 36-0 
7 1-64 0-0 2-22 15-0 2°30 17°0 4°88 36-0 
8 1-70 16-0 2°39 —1°5 3°40 19-0 6°35 42-0 
9 1-73 45°5 2-54 11-0 3-83 36-0 6°52 81-5 
ty 2°26 59°5 2-69 12-0 5-02 69°5 6°86 29-0 
ll 2-95 22-5 5-32 62-0 6-92 43°0 
12 3-68 63-5 6°18 199-5 8-01 168-5 
13 4°25 60-0 6°35 67°5 8:39 199-0 
14 4-42 65:0 11°54 234°5 9-18 250-0 
15 4°78 145-0 9°55 219°5 
16 5°38 44°5 9-89 215-0 
17 11-57 206-5 
18 15° 245-0 
| | 
difference, 15-5 34°8 46°4 114 
! 
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injected then had little extra effect until very large 
doses were reached. 

It was thought that the use of too great con- 
centrations of urine would lead to fallacies, in that 
similar effects might be obtained with considerable 
variations in the actual quantity of antidiuretic 
substance injected. Thus there is the possibility of 
failure to detect more than minimal amounts of the 
inhibitory substance in urine from patients suf- 
fering from severe toxemia when relatively large 
quantities are actually present. 

Standard volumes of 100 cubic centimetres of 
urine, or protein-free filtrate from urine containing 
albumin, dialysed and concentrated to 10 cubic 
centimetres, were used throughout the investiga- 
tion. Urine was obtained from four groups of 
women: (i) normal non-pregnant young women (10 
samples); (ii) normal pregnant women (16 
samples); (iii) toxemic pregnant women (14 
samples) (these patients included those with mild 
and severe albuminuria and preeclampsia of varying 
degrees of severity) ; (iv) eclamptic patients, most 
of whom were seriously ill and had pronounced 
cedema (18 samples). 

In Table II the mean differences for 300 minutes 
between the areas in experiments on treated rats 
and on controls on the two successive days of the 
assay are tabulated. 

















TABLE II. 
The Mean Differences in the rey Measured in Square Inches) for the Period 
of 300 Minutes, as Observed i ‘zperiments on the Treated and on 
Controls on the Two pm Days of the Assay. 
Urine Concentrates from : 
Number. 
Non- Normal 
Pregnant nt Toxemic Eclamptic 
Women Women Women. | Women. 
| 
| 
1 +1-70 +538 +1-°13 | +2-04 
2 +0°57 +4°25 +2°41 +6-86 
3 —1°58 +3-68 +0-39 +8:07 
4 +1:06 +0-40 +6-18 +1-60 
5 0-00 +1°74 +3-83 +3-19 
6 +0-93 +1-19 +6-°35 + 15-80 
7 +1-10 +2-69 +11°54 +9°80 
8 +2-26 +2°54 +1-70 +4°31 
y +1-64 +2°95 +2-80 | +4-86 
10 1-73 } +2-22 +3:°40 +6°52 
ll +0-31 +0-°15 4°88 
12 +1-79 +5-02 +9-13 
13 +1°50 | +5-32 +4°46 
14 | +4°78 +1°47 +6-35 
15 +2°39 } +6°92 
16 +4°42 +8°89 
17 +11°57 
18 +9°55 
i 





Antidiuretic Substances in Consecutive Specimens of 
Urine of Eclamptic and Preeclamptic Women 
Correlated with the Clinical Condition. 

A series of consecutive samples of urine, each of 
which was excreted over a period of several hours, 
from 21 patients with eclampsia and preeclampsia, 
was examined for antidiuretic activity. The results 
from these tests were correlated with the general 
clinieal condition of the patient as well as with 
the details of the volume and type of urine excreted, 
the blood pressure, the distribution of edema and 
the amount of albumin (Table ITT). 

Inspection of this summary shows that in 13 
out of 21 cases the greatest antidiuretic effects 
were obtained when oliguria, maximum «edema 





and albuminuria were present, and when the 
blood pressure was at its highest level. In three 
additional instances (numbers 2, 13 and 18) 
pronounced edema, high blood pressure and 
considerable albuminuria were present, and the two 
samples of urine from each patient had marked anti- 
diuretic potency. Two of these patients died within 
two days. In five cases (numbers 7, 9, 10, 11 and 
13) definite antidiuretic effects were obtained when 
the systolic blood pressure was less than 150 milli- 
metres of mercury, whereas in all other cases in 
which the urine had great antidiuretic activity the 
systolic blood pressure varied between 150 and 200 
millimetres of mercury. 

In case number 2, in which the urine had great 
antidiuretic activity, the blood pressure was high 
and considerable albuminuria was present, the 
cedema was not pronounced in spite of oliguria. 

No edema was visible in case number 9 when 
antidiuretic activity was present; but later, when 
the systolic blood pressure had decreased from 170 
to 120 millimetres of mercury, edema became 
apparent and was associated with a similar degree 
of antidiuretic activity. 

After reaching a maximum value the antidiuretic 
potency decreased sharply in 13 of these series of 
consecutive tests on urine from the same patient. 
The decrease was frequently associated with 
decreased cedema, increased excretion of urine, and 
sometimes with decrease in blood pressure and in 
the amount of albumin present in the vrine. In 
two instances oliguria persisted in spite of a 
decrease in antidiuretic power. 

These results are in agreement with the 
impression of Teel and Reid that the antidiuretic 
substance in the urine is closely related to the 
stage of acute water retention, as indicated by 
edema and oliguria, rather than to raised blood 
pressure or the degree of albuminuria. 

This sharp decrease in antidiuretic activity after 
the stage of pronounced oliguria has passed, raises 
the question of the wisdom of using 100 cubic centi- 
metres of urine as the standard amount for estima- 
tion of the antidiuretic power. In two of these series 
experiments (numbers 15 and 19) the decrease 
might reasonably be explained as due to the dilution 
of the antidiuretic substance by the increase in the 
volume of urine excreted. Experiments are pro- 
ceeding with the use of concentrates of an aliquot 
of the total urine excreted over a period of six 
hours, instead of with the arbitrary volume of 100 
cubic centimetres. These results may not alter 
the facts already observed, since in two instances 
there was a sharp decrease in antidiuretic activity 
although oliguria was still present, and in case 
number 4, in spite of a threefold increase in the 
volume of urine, the antidiuretic activity also 
increased threefold. 


Observations on “Diuresis’’. 
Teel and Reid report that the rate of urinary 
excretion following injection of concentrates from 
the urine of patients in the early puerperal period 
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was greater than in the control experiments. From 
these observations they conclude that there is also 
a diuretic substance in urine under certain con- 
ditions and suggest the possibility of its being of 
anterior hypophyseal origin. 

In nine experiments out of a total of 252 a similar 
effect has been observed; but the diuresis was not 
large, and its incidence was so infrequent as to 
be regarded as experimental error. Only a few 
specimens of urine passed in the early puerperal 
period have been assayed, but no case of diuretic 
action has been observed. 


Discussion. 
Methods. 


A study of the graphs obtained in this investiga- 
tion showed that frequently there was an obvious 
inhibition of excretion; but the differences in the 
time taken to excrete half the volume of ingested 
water were very small (see Graph I). Such results 


suggest that the antidiuretic substance has no. 


action until some time after injection. 
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In many instances, however, the antidiuretic 


effect was immediate on the one day and delayed 
on the second day (see Graph II, Table IV), and 
a pronounced difference in inhibition time resulted. 
Such results might be explained in two ways: 
(i) The rate of action of the antidiuretic substance 











excretion for a whole batch of rats. (ii) Some of 
the injections may have been subcutaneous instead 
of intravenous. The greater specific adsorptive 
capacity of tissue than blood would thus lead to 
delay in the antidiuretic effect. 

By measuring the differences in the areas of 
graphs obtained from experiments proceeding for 
300 minutes on two consecutive days the results 
showed much closer correlation than those obtained 
by measurement of the time to excrete half the 
ingested water (see Graph II, Table IV). In the 
case quoted it is obvious that the discrepancy in the 
inhibition times is due to the delay in the anti- 
diuretic effect, which was still operative when the 
volume of urine was equal to half that of the 
ingested water, in the second day’s experiment. 

The method of the measurement of differences in 
areas shows delayed as well as immediate inhibitory 
effects, and therefore is a more reliable means of 
estimating antidiuretic activity. 
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GraPH II. 


Statistical Analysis of Antidiuretic Substance in Urine 
of Non-Pregnant and Normal Pregnant Women and 
in Toxemic and Eclamptic Patients. 

In Table II are tabulated the mean differences 
between the areas under the “treated” and “control” 
curves for 300 minutes on the two successive days 
of the assay. 

These groups of figures were examined statis- 
tically by means of “students” t-test. This test 
is used to judge whether the difference between the 
means of any two groups, for example, pregnant 
and non-pregnant, is greater than would be 
expected to arise purely by chance. It was found 
that between the normal pregnant and toxemic 
groups no significant difference occurred; that is, 
any difference may have been due to chance fluctua- 
tions alone. The difference between the non- 
pregnant and toxemic groups was significant at 














varies in individual rats, thus affecting the the 2% level. That is to say, the probability that 
_ TABLE IV. : _ 
Time for Volume of Urine Excreted to reach Half Volume 
of the Ingested Water. Difference in Areas shown on Graphs. 
ae (Time in Minutes.) (Square Inches.) 
L — _— SS ee es — _— _ 
Control. Experiment. Difference. Control. Experiment. Difference. 
| 
| } 
lst day we 63 305 242 | 15°04 6-22 8-82 
| 
| 
20-62 12-30 8-32 


Qnd day... 48 145 97 








ne of 
stead 
‘ptive 
id to 


is of 
y for 
sults 
zined 
f the 
1 the 
n the 
anti- 
1 the 
the 


es in 
itory 
is of 





rine 


nces 
rol” 
lays 


atis- 
test 


ant 


und 
mic 
- is, 
tua- 
10N- 


hat 





Aprit 27, 1940. 


THE MEDICAL JOURNAL OF AUSTRALIA. 583 








such a difference would arise from chance fluctua- 
tions alone is only 2 in 100. It is therefore con- 
cluded that there is a real difference between the 
two groups. Similarly, between the toxemic and 
eclamptic groups, the non-pregnant and normal 
pregnant groups, the non-pregnant and eclamptic 
groups, and the normal pregnant and eclamptic 
groups, genuine differences significant at either the 
2% or 1% levels of significance were found to exist. 

An exactly similar investigation, in which figures 
based on the mean differences in areas for 180 
minutes were used, led to conclusions in complete 
agreement with those given above. 

In Figure II the four 95% ranges for the dif- 
ferences between areas subtended by curves in 
the “treated” and “control” series for the corres- 
ponding types of patients investigated are shown 
diagrammatically.. The 95% range for any type is 
that within which 95% of the differences in area 
would be expected to lie if a very large number of 
tests on that type of patient was available. It is 
evident that the antidiuretic effect tends to increase 
from the non-pregnant to the normal pregnant, from 
the normal pregnant to the toxemic pregnant and 
from the toxzemic pregnant to the eclamptic groups. 
The diagram confirms the conclusion that no sig- 
nificant difference exists between the normal and 
toxemic groups, since it shows clearly the overlap 
in range of the results in these groups. This was 
to be expected, since some of the patients in the 
toxemic group were suffering from albuminuria 
without signs of edema or preeclamptic symptoms. 
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Ficure II. 


Showing 95% ranges for the mean differences between 
areas subtended by curves in the “treated” and 
“control” series at 300 minutes. Antidiuretic effects for 
(A) non-pregnant group (0-156 to 1-73 square inches), 
(B) normal pregnant group (1-83 to 3-45 square inches), 
(C) toxemic group (1°93 to 5:45 square inches), (D) 
eclamptic group (5-17 to 8-70 square inches). 


For each of the four types of patient the sig- 
nificance of the difference between the total areas 
subtended by the “control” and “treated” curves 
was also examined statistically. It was found that 
in each of the three groups, normal pregnant, 
toxemic and eclamptic, the “control” curve areas 
were significantly greater than the “treated” curve 
areas. The level of significance reached in each_of 
these three cases was well beyond the 1% level of 
significance. In the non-pregnant group the “control” 
curve areas were significantly greater than the 
“treated” curve areas at the 5% level of significance. 

There is therefore a definite amount of anti- 
diuretic activity in the urine concentrates from the 
normal pregnant, toxemic pregnant and eclamptic 
women, while there is a comparatively small, but 





still detectable, amount in the urine of non-pregnant 
women. Whilst larger amounts of antidiuretic sub- 
stances are found in the urine of pregnant women 
than in that of non-pregnant women, greatly 
increased quantities are frequently present in that 
of women with severe preeclampsia and eclampsia. 


Relationship of Experimental Observations and the 
Clinical Condition of the Patient. 

Excessive amounts of antidiuretic substance are 
closely related to the acute phase of the toxemia, 
which is characterized by oliguria, edema, high 
blood pressure and albuminuria. Only a slight 
antidiuretic power was noticed in cases of albumin- 
uria in which the blood pressure was raised, when 
edema and oliguria were absent or slight. In 
three cases in which w@dema and oliguria were 
present, but in which the blood pressure was 150 
millimetres of mercury or less, pronounced inhibi- 
tory effects were detected. 

In tests on 100 cubic centimetre samples of con- 
secutive specimens of urine the antidiuretic effect 
reached a maximum and then fell sharply. In 
many instances this fall coincided with a moderate 
increase in the rate of urinary excretion and with a 
decrease in edema. In two instances the increase 
in urine excretion was so great as to suggest that 
the decreased antidiuretic power was simply due 
to dilution. In such cases the use of concentrates 
from urine voided during a standard period of time 
would give a more satisfactory idea of the amount 
of antidiuretic substance being excreted. On the 
other hand, one observation showed a pronounced 
increase in urinary excretion accompanied by a 
considerable increase in antidiuretic power. 

The conclusion of Teel and Reid that excessive 
amounts of antidiuretic substance in the urine are 
associated with edema and oliguria is thus con- 
firmed. That this substance is much decreased in 
amount when cedema is released and diuresis com- 
mences is very probable, but needs confirmation by 
the use of urine voided during fixed periods of time 
before the assertion can be taken as proved. Teel 
and Reid used injections equivalent to amounts of 
from four to twelve cubic centimetres of original 
urine per rat; but they do not specify over what 
period the urine was collected. Their evidence is 
therefore not completely satisfactory. 

It has been shown by Teel and Reid that the 
antidiuretic substance present in the urine of 
women suffering from eclampsia and preeclampsia 
resembles that of the posterior lobe of the pituitary 
in being destroyed by hydrolysis with sodium 
hydroxide and in being retained by a “Cellophane” 
membrane during dialysis in water. It is also 
insoluble in ether and is therefore not an estrogen. 
These workers have also shown that, like pituitrin, 
it may be adsorbed and inactivated by protein in 
concentrated urine of eclamptics, but may be 
recovered in the filtrate after precipitation of the 
protein by heat in slightly acid medium. - 

The observations of Jones and Schlapp“ that 
30% of pituitrin injected intravenously into cats 
was found in the urine two hours later, and our 
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observation of a strongly inhibitory effect, similar 
to that obtained with urine of eclamptic patients, 
with urine concentrates of two patients after 
medical induction of labour with castor oil, quinine 
and pituitrin, lend support to this suggestion. 

McManus, Riley and Janney"* proved that the 
urine excreted by normal pregnant women decreases 
after ingestion of a large standard dose of water. 
This decrease becomes more pronounced as term 
approaches, and much greater oliguria is present in 
cases of toxemia of pregnancy, especially in 
eclampsia and preeclampsia, Results reported in 
this paper indicate the reason for these findings, 
since the presence of the antidiuretic substance has 
been demonstrated in urine from normal pregnant 
women, although its quantitative relation to the 
time of delivery has not yet been completely 
investigated. 

The increased antidiuretic potency of urine of 
women suffering from toxwemias such as pre- 
eclampsia and eclampsia associated with cdema 
and oliguria is also in agreement with the results 
of these workers. Teel and Reid detected anti- 
diuretic substance in urine of only three out of 
thirty normal pregnant patients, but suggest that 
if small amounts were present they might be 
detected more often by the use of larger quantities 
of urine for injection. Subcutaneous injections of 
urine concentrates were used by Teel and Reid, 
whereas intravenous injections into veins in the 
tail were used in these investigations. The greater 
specific adsorptive capacity of tissue for pituitrin, 
as proved by Heller and Urban, would lead to 
decreased excretion of the inhibitory substance in 
the urine and account for the few cases in which 
the hormone was detected. 

Teel and Reid suggest that the water retention in 
eclampsia and preeclampsia can be explained on 
the basis of either (a) increased pituitrin secretion 
or (b) decrease in the ability of tissues, particularly 
of the liver, to inactivate or destroy it. The serum 
of normal pregnant women has a much greater 
power of inactivating posterior pituitary extracts 
added to it in ritro than that of non-pregnant 
women, and the effect is much greater still with 
serum from patients approaching term. The 
inactivating power is said to be absent from the 
serum of eclamptic patients. Dieckmann and 
Michel) have shown that after the administration 
of posterior pituitary extracts non-pregnant women 
respond with a decrease in urinary volume and 
chloride concentration, but with little or no rise in 
blood pressure, and normal pregnant women are 
tolerant to small doses of pituitrin even late in 
pregnancy. In preeclamptic and eclamptic patients, 
however, a marked and prolonged rise in blood 
pressure occurs, as well as pronounced oliguria. 
This response to exogenous pituitrin has been used 
in the distinction between chronic vascular and 
renal disease in pregnancy, and eclampsia and pre- 
eclampsia. Teel and Reid suggest that this hyper- 
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sensitivity may be due to decreased ability of the | 
tissues and the blood to inactivate the antidiuretic | 


part of the pituitary extracts. 


They further | 
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indicate that whether the mechanism for water 
retention is due to increased secretion of pituitrin 
or to failure to inactivate it, the effect on the 
kidneys will be the same. Dehydration, which is a 
physiological stimulus to secretion of the anti- 
diuretic hormone, should be avoided. Restriction of 
salt in the diet, as advocated by de Snoo,"® is 
logical, since decreased necessity for salt excretion 
by the kidney will mean less necessity for reabsorp- 
tion of water by the tubules and hence decreased 
stimulation to posterior pituitary activity. These 
theories offer a reasonable explanation of the 
phenomena observed; but attention is not drawn 
to the possibility that this phenomenon may be a 
normal “saving” mechanism, even in cases of severe 
toxemia. Gilman and Goodman showed that the 
creation of “necessity for water retention” was met 
by the secretion of antidiuretic hormone, The 
presence of this substance inhibiting water diuresis 
in the urine of non-pregnant and normal pregnant 
women suggests that this secretion is a normal 
mechanism for adjusting disturbances in the 
balance of certain metabolites. If profound dis- 
turbances in the equilibrium of normal metabolites 
occur, or if substances toxic to the body are 
formed because of dysfunction or damage to other 
organs (for example. the liver), the retention of 
water may overcome harmful effects due to too great 
a concentration of these constituents. 

The practical experience of obstetricians has been 
that in severe cases of eclampsia there is a more 
favourable outlook when edema is present. If the 
disturbance of metabolites is mainly concerned with 
increased chloride concentration, the clinical 
improvement in such toxzemic patients in response 
to elimination of salt from the diet, as shown by 
de Snoo, can be readily explained. 

The idea of “water intoxication” as the cause of 
eclampsia does not explain the reason for the 
development of severe eclampsia without associated 
edema. The failure to detect antidiuretic hormone 
in the urine of many eclamptic patients is also 
antagonistic to this theory. In several experiments 
in which consecutive specimens of urine were 
examined for antidiuretic hormone (numbers 1, 4, 
6, 14, 15, 16 and 19, Table IIT) only small amounts 
were detected, in spite of an established condition 
of eclampsia. Later specimens had strong anti- 
diuretic potency. These facts favour the idea that 
a mechanism for water retention is called into 
action when substances present in certain concen- 
trations under normal conditions, or toxic sub- 
stances of pathological significance, begin to 
accumulate in the blood. That this water retention, 
useful under such conditions, may become harmful 
or even fatal, as in cases of cerebral edema, is con- 
sistent with many other observations, for example, 
in many inflammatory conditions a_ beneficial 
process may cause serious damage. 


Summary. 
1. The estimation of the antidiuretic potency of 


urine concentrates, after biological assay by Burn’s 
method, by measurement of the total effect instead 








i a i at. a- ome a 


hh Oo | wee & 


som emo 


Cl hae! 


agv0O avweagon Gwe 


ot 
J 
pi 


LO. 


yater 
itrin 
the 
is a 
anti- 
yn of 
») ig 
ation 
sOrp- 
ased 
‘hese 
the 
‘awn 
be a 
vere 
the 
met 
The 
resis 
nant 
‘mal 
the 
dis- 
lites 
are 
ther 
1 of 
reat 


been 
nore 

the 
vith 
‘ical 
nse 
by 


e of 
the 
ited 
one 
also 
ents 
vere 
, 4, 
ints 
tion 
nti- 
hat 
into 
ren- 
sub- 
to 
ion, 
ful 
“on- 
ple, 
rial 


of 
‘n’s 
pad 





Aprit 27, 1940. 








of the time taken to excrete half the volume of 
ingested water, is described. 

2. A pituitary-like substance inhibiting water 
diuresis was found in small amounts in concentrates 
of the urine of some non-pregnant women and fre- 
quently in larger amounts in concentrates of the 
urine of normal pregnant women. 

3. Preparations from urine obtained from pre- 
eclamptic and eclamptic patients frequently con- 
tained large amounts of this antidiuretic hormone. 
The maximum concentration was observed at the 
height of toxemia, when albuminuria, oliguria, 
edema and raised blood pressure were present. 

4. With concentrates of 100 cubic centimetre 
samples from successive specimens of urine of 
patients suffering from eclampsia and preeclampsia, 
a sharp decrease in antidiuretic potency followed 
the maximum value and was accompanied by a 
decrease in c@dema and an increase in urinary 
excretion. 
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RECENT ADVANCES IN THE PATHOLOGY OF 
BLOOD TRANSFUSION? 





By Nort M. GuTTERIDGE, 
Brisbane. 





From being an occasional adventure into surgical 
hematology, blood transfusion today has developed 
into a highly organized department of replacement 
therapy, with an ever-increasing literature, two 
international congresses and its own specialist 
practitioners. The present international situation 
has increased the tempo of its development. 


Blood Types. 


No consideration of the pathology of blood trans- 
fusion could commence otherwise than by the 
repetition of the now familiar table showing the 
four main types of blood, with the corresponding 
agglutinins in the serum (Table I). Recent 


TaBLeE I. 
The Four Main Types of Blood with the Corresponding 











Agglutinins in the Serum. 

Percentage in 

Group Agglutinogen Agglutinin Population 

Number. Red Cells. erum. (variable). 
I AB Nil 5-0 
II A B 38-0 
III B | a 10-7 
IV oO | ap 46-3 











research has established the presence of six blood 
group factors: Al, A2, B, O, M and N; but the 
practical significance of some of these blood groups 
has to do more with hereditary determinations than 
with transfusion grouping. There are two points, 
however, which are important. The first is that no 
matter how carefully the donor and recipient have 
been resolved into their groups, preliminary cross 
matching is essential for safety. Risks can be taken, 
of course, and certain conditions may justify the 
risks; but a risk, nevertheless, does remain. 

It will be noticed in the table that the so-called 
universal donor has the agglutinins a and £ in his 
serum. In a small percentage of cases, the exact 
proportion not being quite clear, the agglutinins 
in Group O are sufficiently high to react on the 
agglutinogens in the red cells of the recipient and 
to cause an agglutination-hemolysis reaction. For 


1 Read at a meeting of the Queensland Branch of the British 
Medical Association on August 3, 1939. 
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that reason the serum of Group 0 donors should 
be tested against Group A and B red cells, so 
that the “dangerous universal donor” can be 
eliminated.“ 

In the large-scale production of stored blood in 
Spain‘*) it was found necessary to pool the Group 0 
donor’s blood, so that the serum containing high 
titre agglutinins would be smoothed out. 

Another difficulty which has arisen in the light 
of experience is what is known as the “same donor” 
reaction.) What is meant by this is that repeated 
transfusions from the same donor tend to cause 
untoward reactions. One explanation for this is 
that the agglutinogens in the donor’s red cells stimu- 
late the production of fresh agglutinins in the 
recipient’s serum. Another explanation is that it 
is an anaphylactoid reaction. In view of the 
advocacy of the use of placental blood it is of 
interest to note that agglutinogens are fixed at 
birth, but at that time the agglutinins are poorly 
developed. The technique of the preliminary typing 
test is simple. 

One drop of the test seriim is placed on a microscope 
slide; to this are added one drop of normal saline solution 
and one drop of a 3% suspension of the donor’s red cells 
in 38% sodium citrate solution. To avoid false agglutina- 
tions it is most important to keep the slide warm and in 
a moist atmosphere. Place the slide on a piece of wet 
filter paper in a Petri dish in the incubator. Test samples 
of serum containing respectively agglutinins a and @ must 
be of high titre, and, if they are to be stored, should 
show microscopic agglutination when diluted 1 in 100. 


How long should a typing test be watched before 
a final decision is made? An occasional reaction 
will be missed unless the test slide is watched for 
sixty minutes; but one usually finds that with 
strong titred serum, if the slide is rocked occasion- 
ally, reactions are generally obvious within ten 
minutes. With infant’s serum, however, the low 
agglutinin titre necessitates a sixty-minute survey. 
The same applies to other low-agglutinin serum. A 
final microscopic check should be made. 

Sometimes, when a potential recipient is in a 
state of collapse, it is difficult to withdraw sufficient 
blood from the veins to obtain serum for the test. 
One way out of this difficulty is to take samples 
of blood from the finger of donor and recipient 
and defibrinate them both. After defibrination each 
specimen is diluted with equal parts of normal 
saline solution. In order to produce the same 
conditions as will obtain in a transfusion, one 
drop of the donor’s specimen is added to five drops 
of the recipient’s, and the result is watched under 
the microscope. 

There is a growing tendency to carry out a 
Wassermann test on all blood transfusion donors. 
In the United States of America this is repeated 
every three months; but the incidence of syphilis 
in the United States of America is very much 
greater than in Australia, and it should be suf- 
ficient to perform the test every six months in 
this country. There have been sufficient reports of 


transfusion syphilis to make this a wise precaution. 





Blood Storage and Preservation. 


There is a general impression that stored blood 
is a recent development; but actually there is a 
record of its having been used by Robinson) as 
far back as 1918. It was just beginning to be used 
in the final stages of the war of 1914-1918. 


There are several advantages in holding blood 
between the time it is taken and the time it is 
given: first, it can be collected at convenient times; 
secondly, the blood is immediately available; 
thirdly, the Wassermann test and, if necessary, a 
malaria test, can be performed as a routine measure. 
The fourth advantage is that the procedure saves 
the necessity of the donor’s being disturbed at 
inconvenient times or transported to dangerous 
environments, such as a “front line” hospital. 
(Under modern conditions of warfare the “front 
line” may be anywhere and everywhere.) 


Sources of Blood. 


The commonest source of blood is the living 
donor. The experience during the Spanish civil 
war was of interest, in that mostly women were 
used; there was a donor list of 3,000. Only 
Group O donors were used, and this blood was 
pooled to smooth out the “high agglutinin” donor. 
The blood was supplied in a specially filled con- 
tainer with a partition in the middle to prevent 
undue shaking and consequent hemolysis during 
transit. There was a positive pressure in the con- 
tainer, which was fitted with a sterile needle for 
insertion into the donor. 

Many large hospitals have had experience with 
what are called “blood banks”. Fantus has 
found it a practical working rule that a minimum 
turnover of six transfusions per day is required to 
justify a bleod bank. 

Endeavours have been made to use placental 
blood for transfusion. Placental blood has the 
advantages of having a high red cell content and a 
leucocytosis. There is an absence of allergens and 
agglutinins.” There is an increase ef 25% in 
the hemostatic power, due, it is said, to the 
habit of some animals of chewing through the cord. 
Nature’s provision of an increased hemostatic 
power thus prevents the new-born animal from 
bleeding to death. The disadvantages are that only 
a small quantity is available, somewhere between 
50 and 120 cubic centimetres, which means that 
10 to 12 samples are needed for one transfusion. 
Each sample has to be grouped and matched, and 
there is the very serious difficulty of sterility.“ 
A specially trained technician has to be on hand 
at the time of birth to obtain the blood. It wes 
found’ that any relaxing of a high standard of 
technique or the handing over of the duty to a 
nurse with ordinary training resulted in a great 
increase in the number of infected samples. The 
point has even been raised as to whether contamina- 
tions with the normal vaginal flora is a dis- 
advantage; but one feels that the problems of 
storage are already quite complex enough without 
having a deliberate contamination to contend with. 
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More recent advances in the direction of adding 
sulphanilamide to the preserving fluid hold out 
hope of minimizing the disadvantage; but at the 
best sulphanilamide is only a bacteriostatic agent 
and does not sterilize the blood. 

The third source of blood is the cadaver. The 
story of the discovery of this source of blood makes 
fascinating reading, if one can overcome one’s quite 
unscientific aversion to such a source. It has many 
advantages: the blood is cheap, a large bulk can 
be obtained (up to 2,800 cubic centimetres). The 
blood of individuals dying suddenly becomes and 
stays liquid, owing to fibrinolysis.“ It has been 
shown that cadaveric toxins are a bogy."!) The 
subsequent autopsy on the cadaver and the per- 
formance of the Wassermann test ensure safety. 
The blood is undoubtedly ideal for massive drip 
tranfusions, and it keeps longer than blood from 
living donors. It is significant, however, that the 
second International Congress on Blood Trans- 
fusion, held in Paris in 1937, decided to omit any 
recommendation of this source of blood.“*) The 
most interesting outcome of the work on cadaver 
blood is the light that it has thrown on a hitherto 
neglected aspect of the effect of fibrinolysis upon 
the clotting of blood after death. 

For the sake of completeness I should mention 
dried blood.“*) But while this has the advantage 
of keeping almost indefinitely, the cellular struc- 
tures are destroyed and the administration of the 
“reconstituted” blood amounts to little more than 
an intravenous isotonic alimentation. 


Anticoagulants. 


There is, unfortunately, no finality about the best 
anticoagulant for stored blood. For immediate 
transfusion sodium citrate solution has won and 
held pride of place. The tendency is to standardize 
on 38% sodium citrate solution and to use 100 
cubic centimetres of this solution for an ordinary 
sized transfusion, which ranges from 500 cubic centi- 
metres to 850 cubic centimetres of blood. I feel that 
the 035% final dilution is an absolute minimum, 
and even this will not prevent the blood from 
clotting when there is a high blood calcium content. 
Some authorities insist on at least 05% of sodium 
citrate in the final dilution. 

One of the most interesting means for preventing 
clotting in immediate transfusion is the use of 
heparin.“*) This is a mucoitin poly-sulphuric ester. 
This is injected into the donor at the rate of one 
milligramme per kilogram of body weight, and this 
maintains the blood in a liquid state for about 100 
minutes. (5) 

The most favoured solution for storage is what 
is known as the I.H.T. solution, which originated 
from Moscow. The formula for this is: sodium 
chloride, 7-0 grammes; sodium citrate, 5-0 grammes; 


potassium chloride, 0-2 gramme; magnesium sul- | 
_ dried human plasma may be available from an 


twice distilled water, to 


phate, 0-004 gramme; 
This solution is mixed in 


1,000 cubic centimetres. 
equal parts with the blood.) 
solution is that of Harington and Miles, whose 








The most recent | 


method is to dilute the blood with half the volume 
of normal saline solution containing 1-05% sodium 
citrate, 03% glucose and 0-15% sulphanilamide. It 
is held that this is effective for fourteen days. 


Hematological Aspects of Blood Storage. 

Changes in Stored Blood.—There are still many 
unsolved problems of blood storage. Considerable 
research is at present going on, particularly on the 
biochemical aspect. Most of the cellular aspects 
have already been studied. 

The following changes are important: (i) The 
leucocytes disintegrate rapidly (in about forty- 
eight hours).“® With this disintegration is 
associated a diminution of the bactericidal activity. 
(ii) One of the most recently investigated changes 
is a leakage of potassium from the cell to the 
plasma.“”) This is dangerous in conditions in 
which the plasma potassium level is already raised, 
such as intestinal obstruction, severe burns and 
hepatic and renal insufficiency. (iii) Hemolysis 
varies in rate. Its rate is increased by shaking, 
freezing and inconstant temperature. It is stated 
that the addition of 0-1% of glucose to the anti- 
coagulant solution delays hemolysis. (iv) Auto- 
lysis of the erythrocytes leading to toxicity begins 
after the third week. (v) The platelets gradually 
disappear ;“*) therefore the stored blood tends to 
lose its value for the treatment of hemorrhagic 
conditions. (vi) The reticulocytes lose their 
reticulum, possibly owing to ripening. (vii) The 
blood becomes sticky, hence dilution is needed. 
This was the reason for the dilution in equal parts 
with the I.H.T. solution. (viii) It is reported™® 
that the lactic acid content in stored blood increases, 
hence the pH falls. I am surprised at this report, 
in view of the fact that no enzyme action can take 
place at 4° C., the temperature at which the blood 
is stored. (ix) Infection can be either intrinsic or 
extrinsic. There is evidence that bacteriemia after 
chewing and swallowing occurs in donors who have 
periodontal pockets or septic tonsils. There is also 
evidence to suggest that the portal circulation con- 
tains bacteria during the height of digestion. For 
this reason the usual practice is to take blood from 
a fasting donor. A closed system for taking blood 
gives best results as regards extrinsic infection. 
In storage of blood, to avoid air contamination 
during sampling of blood, a “monitor” tube is 


| generally tied onto the collection bottle for the 


purpose of Wassermann testing and grouping. 


Functions of Transfused Blood. 


Transfusion of blood provides the cellular element 
of blood and is a good example of replacement 
therapy. Secondary shock is in effect a loss of 
blood, in that an increase of blood volume is 
indicated; and blood is the most acceptable of the 
fluids convenient for increasing this volume. Plasma 
would be equally acceptable, and in the future 


indefinite storage and reconstituted. 
Transfused blood tends to stimulate blood 
formation. 
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Transfused blood increases coagulability. But 
here an important practical point is to avoid damage 
to the platelets. This is readily caused by too 
energetic stirring. My own technique is to abandon 
the stirring rod in favour of a swishing rotary 
movement. 

Transfused blood dilutes 
toxin. 

In cases of carbon monoxide poisoning, a blood 
transfusion, if preceded by venesection, provides 
corpuscles containing oxyhemoglobin. 


and/or neutralizes 


Care of Blood in Transit from Donor to Recipient. 


A rather elaborate technique is essential in the 
preparation of the apparatus and solutions used 
in blood transfusion. My technique is shown in 
the appendix. C. Tui‘®) has shown that the pyrogen 
found in infusion fluids is particulate and is 
between 50 millimicrons and one micron in diameter. 
It is removed by two layers of a number 3 Seitz 
filter pad. 

It is important to avoid overheating the blood. 
Indeed, cooling is less dangerous than heating; and 
especially with the drip method of giving the blood 
the need for warming ceases to exist. 

I have a very vivid recollection of having, fifteen 
years ago, seen blood turned to something that looked 
like cooked custard by the carelessness of a nurse who 
had added hot water of uncertain temperature to the 
bowl surrounding the blood. 


It is necessary to administer blood slowly, 
because “speed shock”, as it is called, is a very 
real thing. This is avoided by the drip method. 


The Organization of a Blood Transfusion Service. 
Payment of Donors. 

With the increased employment of blood trans- 
fusions as a therapeutic measure it is found 
that the demand for blood has exceeded the 
supply of charitably minded donors, particularly 
those of good physique and, what is more important, 
good veins. Probably the most efficient organization 
of voluntary blood transfusion donors in the world 
is the London Red Cross Transfusion Service, whose 
donors are unpaid. This service is an exception to 
the general rule, and the reason for this exception 
lies in the personality of Mr. W. H. Oliver, the 
founder and secretary of the service, ably assisted 
by Dr. W. H. Brewer, the medical officer. Mr. 
Oliver states that were the donors in his service 
paid, the cost would be increased from the present 
rate of operation of the service (£2,000 per annum) 
to somewhere about £25,000. Even Mr. Oliver 
states, however, that he feels bound to admit that 
he has now gained a clearer idea of the arguments 
in favour of the paid donor principle.‘ 

The other outstanding blood transfusion organiza- 
tion in the world is the Blood Transfusion Better- 
ment Association of New York City.*) That this 
organization is under the guidance of Landsteiner 
himself is sufficient to stimulate our interest. This 
organization provided over 9,000 transfusions in 
1937. The payment is at the rate of £1 15s. per 100 





of £3 10s. for any quantity under 200 cubic centi- 
metres. (Conversion factor: 1 dollar = 5s. Aus- 
tralian.) The association also collects £1 2s. per 
transfusion in order to cover organization and 
testing expenses. For the last six years I have 
paid my own donors a fee varying from £5 to £2 2s. 

Other prices paid for a withdrawal of blood are: 
Dublin, £1 1s.; Johannesburg, £3 16s.; United States 
of America, £5 10s.; New South Wales, £3. An 
opportunity of overcoming the necessity for pay- 
ment of donors lies in an appeal to the people in 
times of national emergency. 


The Qualifications of a Donor. 

A much more rigid standard of acceptance of 
donors is now universally applied. A Wassermann 
test is coming to be considered more and more 
essential, as is also the donor’s freedom from 
malaria. Usually a history of freedom from this 
latter infection is sufficient; but in tropical or 
malarial countries a blood smear would be an 
essential requirement. In the donor’s own interests 
he should not have any evidence of pulmonary tuber- 
culosis, and to avoid transmitting allergens he 
should have no history of asthma or serious 
urticaria. He should be of normal weight and 
have a hemoglobin value of not less than 85%‘) 
(14 grammes of hemoglobin per 100 cubic centi- 
metres of blood). 

There is a danger of a fall in the neutrophile 
cells, or, as they are now called, the neutrocytes, 
after one service, and there is a danger of neutro- 
penia if a further withdrawal is made under those 
conditions.“**) A blood examination, including a 
leucocyte count, two weeks after the withdrawal of 
blood is therefore a wise precaution. 

Each donor should be given a serial number and 
issued with a pass-book which contains his photo- 
graph. In a central record office there should be a 
card for each donor, bearing all his particulars, 
including the dates of withdrawal, the amount of 
blood taken and the results of the subsequent 
blood examination. Hospitals which have their own 
donor lists can be provided with a block of serial 
numbers which would correspond with duplicate 
records kept at the central office. 

In accordance with the world-wide trend, the 
nomenclature of groups is now restricted to AB, A, 
B and O, and the old method of recording them as 
I, II, III and IV has been abandoned. 

There is a growing insistence on the necessity 
for donors to have good veins—an insistence which 
is made easier when the donors are paid for their 
services. By this means a needle only need be 
used for the withdrawal and the donor’s veins are 
conserved. It is most important that the donor 
should be supine when the blood is being with- 
drawn. A more than adequate standard of nutrition 
in the donor should be maintained by a balanced diet 
which contains ample milk, green leafy vegetables, 
liver and wheat-germ or wholemeal bread. An iron 
tonic alone is not sufficient, as hemoglobin 
metabolism is dependent upon more factors than 


cubic centimetres of blood, with a minimum charge | merely iron. 
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A rough guide to the amount that can be s#fely 
withdrawn from a donor is 50 cubic centimetres per 
stone or eight cubic centimetres per kilogram‘) 
of body weight. 

One looks forward to the time when everybody 
in the community will be as conversant with their 
own blood group as they are with their place and 
date of birth. Certainly every member of the 
military forces should have his blood type stamped 
on his identity disk. 


Appendix. 
Preparation of the Solution. 


Before being used the containers are treated with 
acid to remove excess alkalinity in the glass. Freshly 
redistilled or trebly distilled water and the purest 
chemicals are used, and the solutions are autoclaved on 
two successive days at 20 pounds’ pressure for thirty 
minutes. The pH is then adjusted. The cork of the 
container is sealed down with “Cellophane” and the 
solution is then autoclaved a third time. 


Preparation of the Apparatus. 


All parts of the apparatus are washed three times in 
ethereal soap and thoroughly rinsed in rain water, boiled 
for five minutes in 1% sodium hydroxide solution, 
thoroughly washed three or four times in distilled water, 
and, lastly, in redistilled water, dried by suction and 
immediately wrapped and autoclaved at 30 pounds’ 
pressure for twenty minutes. The rubber tubing is 
changed after every third transfusion. 
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Reports of Cases. 





A CASE OF COARCTATION OF THE AORTA 
IN INFANCY. 





By T. E. Witson, M.D., B.Sc., M.R.A.C.P., 
The Prince Henry Hospital, Sydney. 


Clinical History. 

W.L., aged one year and six months, was first seen 
at the Children’s Hospital, Melbourne, on May 17, 1939. 
The child had previously suffered from repeated attacks 
of coughing, rhinorrhea and acute otitis media. On this 
occasion he was brought to hospital for treatment of a 
generalized impetiginous rash. His mother had never 
noticed any evidence of impaired circulation in his legs, 
and as far as she knew there was no family history of 
congenital heart disease. 

On examination the child appeared healthy and the 
skin was of a good colour. There was a generalized 
erythematous rash which was most pronounced on the 
arms and legs. The apex beat was diffuse and situated 
approximately half an inch outside the nipple line in the 
fourth left intercostal space; but no enlargement of the 
heart to the right of the sternum could be discovered. Apart 
from a soft blowing systolic bruit localized to the third 
left intercostal space just to the left of the sternum, the 
heart sounds were regular and clear. Loud bruits were 
audible over both scapule during systole, but no pulsating 
scapular vessels were visible or palpable. This was prob- 
ably due to the well-nourished condition of the infant, 
and at his age to the small size of the vessels, even when 
dilated. The systolic blood pressure in the right arm was 
160 and the diastolic pressure was 50 millimetres of 
mercury; in the left arm the blood pressure was 150 milli- 
metres of mercury systolic and 50 millimetres diastolic. 
The systolic pressure in each leg was approximately 40 
millimetres of mercury, but it was not possible to obtain 
diastolic readings. Whereas the femoral pulses were 
both very weak and only just palpable, the radial pulses 
were full and of the water-hammer type. On clinical 
examination it was not possible to be sure that the femoral 
pulse was delayed compared with the radial pulse. Capil- 
lary pulsation could not be demonstrated in the lips or 
fingers. All four limbs were warm and showed normal 
capillary return. The liver was of normal size and no 
other abnormality could be found. 

The electrocardiogram revealed no abnormality. An 
X ray examination with the fluorescent screen showed that 
the diaphragm moved well with respiration and that the 
heart appeared to be slightly enlarged. No aortic 
impression was seen with a barium “swallow”, and no 
definite aortic knob was visible. Films of the ribs did 
not show characteristic changes, but considering the age 
of the patient this was not unexpected. 

Under treatment the impetigo rapidly cleared up; but 
when the child was seen again two months later his 
mother described an attack of crying on the previous day, 
lasting half an hour, during which his legs appeared to 
be painful. 

On examination the skin of his legs was warm and of 
good colour. The systolic blood pressure was again 40 
millimetres of mercury in the legs and the femoral pulses 
were still weak. The Wassermann test elicited no reaction. 

Since then it has not been possible to trace the patient. 
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Comment. 

During the past few years the clinical diagnosis of 
coarctation of the aorta has been made in an increasing 
number of cases. This case is of interest because of the 
age of the patient, whose condition was diagnosed when he 
was first seen at the age of eighteen months. 

The youngest patient reported appears to be that of 
Abbott.” This patient was three years old, but it is not 
stated whether the diagnosis was made before death. The 


importance of the diagnosis lies in the fact that although | 


the prognosis must be guarded, owing to the possibility 
of death in some cases from infective endocarditis, from 
cerebral vascular accidents, including rupture of an intra- 
cranial aneurysm, from rupture of aorta or ventricle, or 
from myocardial failure, there remain many cases in 


which, if strenuous exertion is avoided, it is possible that | 


life will not be shortened. 

The pains in the legs may have been from an attack 
of intermittent claudication, as the patient had recently 
begun walking. If he has already begun to suffer from 
the impaired circulation to his legs, it would seem in 
this case that the prognosis is not good. 


Summary. 





Coarctation of the aorta is described in a child aged one | 


year and six months, the diagnosis having been made on 
clinical grounds. 
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Reviews. 





THE AUSTRALIAN MEDICAL HISTORY OF THE 
GREAT WAR. 





Tue second volume of “The Australian Army Medical 
Services in the War of 1914-1918”, by Colonel A. Graham 
Butler, has been published.* 


The first volume, which dealt | 


with the Gallipoli campaign, the campaign in Sinai and | 


Palestine, and the occupation of German New Guinea, 
appeared in 1930. The present volume is concerned almost 
entirely with the operations on the western front. The 
third will deal with “certain clinical issues” and technical 
aspects of surgery, with gas warfare, influenza and venereal 
disease, with the dental, nursing and massage services, 
and with the Royal Australian Navy and the Royal Flying 
Corps. Many persons have said that they were tired of 
waiting for the publication of this volume, that it seemed 
as though it would never appear, and so on; we venture 
to suggest now that if these same people read it with the 
eare that is its due, they will declare without hesitation 
that it has been worth waiting for. The compilation of a 
book of this kind must have been a colossal task—the 
records that had to be sifted, the diaries that had to be 
read, the information that had to be dug up almost from 
nowhere must have been endless. Anyhow, the author has 
done it all. But this book is more than a compilation; 
it is more than a tale told in proper sequence. The author 
writes with insight and human understanding, yet with 
healthy vigour; he seeks for causes and he points a finger 
along the road which future progress should take. He 
ean enthuse and he can apportion blame; his sense of 
humour shines through occasionally and his philosophy 
underlies the whole. In short, we have profound admira- 








' 
1“The Australian Army Medical Services vb the War of 


1914-1918", 
Ch.B.; Volume IT; 1940. 
Demy 8vo, pp. 1026, with illustrations. 


by Colonel A. G. Butler, D.S.O., » B.A., M.B., 
Canberra: pha By War Memorial. 
Price: 21s. net. 


tion-for the way in which Colonel Butler has carried out 
his difficult task. 

The volume is divided into three parts or sections. The 
first deals with the “war of attrition” and covers trench 
warfare in the battle of Fromelles, on the Somme 
(Poziéres and Mouquet Farm), Bullecourt and the Flanders 
offensive, with the battle of Messines and the third battle 
of Ypres. The second section describes the evolution of 
medical service during attrition warfare, and the third 
the war of movement or the offensive of 1918. In the 
chapters dealing with the war of attrition and the offensive 
movements the author has included a great deal of infor- 
mation on tactical, geographical and general military 
details which may at first sight appear unnecessary. A 
moment’s thought will show that these details are not 
superfluous; the difficulties associated with the collection 
and evacuation of the wounded in successive battles cannot 
be understood without them. Some passages are printed 
in small type, and we are told in the preface that they 
are mainly concerned with exposition or discussion of 
military or technical matters; “this method is intended to 
provide more detailed information than would otherwise 
be possible, and to make the perusal of these passages in 
some degree optional to the reader’. The reader, if he is 
wise, will read both small and large type matter. It 
would probably have been better if no small type sections 
had been used, for the passages so set have not always 
been skilfully chosen. A larger book would be preferable 
to the present arrangement. 


It must not be supposed that the division of the book 
into three sections makes it in any way disjointed. On 
the contrary, there are no gaps: the reader is shown how 
the Australian Army Medical Corps fulfilled its destiny 
under the able control of the late Sir Neville Howse, V.C., 
Director of Medical Services—in other words, how it main- 
tained the Australian Imperial Force at the highest point 
of strength and fitness. (As we shall point out later, this 
was not a simple matter, since the iconoclastic demands 
of political authorities in Australia had to be resisted.) 
The reader is shown how both officers and men of the 
Australian Army Medical Corps adapted themselves under 
most trying conditions to the changing types of warfare and 
how there developed within the service important innova- 
tions that were later on officially adopted. The reader 
who looks in this book for detailed technique of the 
regional surgery of war wounds will be disappointed, for 
Colonel Butler rightly holds that this belongs to text-books 
and manuals of surgery rather than to an historical volume. 
The evolution of the general surgery of war wounds, 
however, does come within its scope. The same is true of 
the purely medical side—the therapeutic and diagnostic 
sides of disease are not considered, but the prevention of 
disease and the machinery created for that end are 
naturally included. 

Reference has been made to the late Neville Howse. 
Appropriately his picture forms the frontispiece of the 
present volume, for to him more than to any other single 
person must be attributed the efficiency of the Australian 
Army Medical Corps, and not only this, but, as we shall 
see later, a large measure of the efficiency of the Australian 
Army Corps. Major-General John F. O’Ryan, discussing 
the Hindenburg Line battle, in “The Story of the 27th 
Division”, must have had good reason for writing: “The 
Australians were probably the most effective troops 
employed in the war on either side.” Had Howse not been 
gifted with fixity of purpose and indomitable resistance, 
this could not have been written. Colonel Butler writes 
of him: 


It may be doubted whether, since Baron Larrey 
directed medical affairs for Napoleon and Sir James 
McGrigor for Wellington, any head of a medical 
service has gained so completely the confidence of the 
military command, or exercised so great a personal 
influence in military affairs, as did Surgeon-General 
Howse within the scope of the A.LF. 


Surely no higher estimate of an army medical adminis- 
trator could be written. In one sense, therefore, this 
volume becomes a memorial to Howse. 
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Dealing with the war of attrition, the author states 
that a stalemate developed on the western front when 
the opposing forces became closely locked in two lines 
extending continuously fifty to a thousand yards apart 
from the sea to Switzerland. The normal methods of 
strategy and tactics were insufficient to extricate the 
leaders of either side from this stalemate. There followed 
the truly shocking result that “to destroy the continuity 
of the trench line and compel strategically decisive success, 
it was first necessary to accompilsh a sufficient measure 
of human attrition by prolonged mechanical slaughter— 
continued deliberately until the opposing fronts reached 
a stage of tenuity at which the side emerging more intact 
and efficient in material and morale might effect, by some 
surprise or original combination, a breach in the ramparts 
sufficient to be exploited with decisive effect”. The author 
adds that it is not his province as a medical historian to 
conjecture whether this was right or wrong, necessary or 
unnecessary; he does express the opinion, however, that 
this attrition warfare was not an experience which the 
human race can contemplate with pride or satisfaction as 
a phase in its iter ad astra or as an element in its cultural 
evolution. The number of casualties in this so-called 
attrition warfare was appalling. At Poziéres and Mouquet 
Farm the Australian Force lost in battle casualties 33% 
of its strength. The capture of Poziéres village (July 19 
to 26, 1916) cost the Australian forces 5,982 casualties; 
this number includes 1,260 killed in action and 4,411 
wounded. In the Second Division’s offensive between 
July 27 and August 6 of the same year the casualties 
numbered 6,635—1,605 killed in action and 4,663 wounded. 
At Bullecourt the proportionate loss in killed, wounded, 
missing and prisoners of war was the heaviest ever sus- 
tained by any Australian formation in a single action. 
In the Fourth Brigade casualties averaged four-fifths of 
each battalion engaged—2,339 out of 3,000; in the Twelfth 
they were 950 out of less than 2,000. Examples might be 
multiplied, but to no purpose. The practical consideration 
is that all wounded men had to be collected, taken to an 
aid post or a dressing station and sent on to a casualty 
clearing station or other medical unit. It was here that 
the regimental officers and the stretcher-bearers came into 
the picture. 

One regimental officer wrote in his diary that at the 
regimental aid post in battle the great thing was to 
get the wounded away—‘“see to hemorrhage, splints, 
morphia, hot drinks and evacuate”. The functions of the 
regimental medical officer in battle were: to perform 
such urgent surgery as the securing of hemostasis by 
ligation or clip forceps, by plugging or occluding “sucking” 
chest wounds by a flap, and by the removal of dangling 
limbs; to select cases for transport by stretcher; to keep 
records; to have an oversight on first aid; to inspire the 
personnel; to maintain supplies and liaison with the bearer 
division; to make provision for drinks and “comforts”. 
Colonel Butler writes: 


His most useful contribution to the welfare of the 
wounded was probably that of inspiring his personnel 
and training his bearers in bandaging, splinting, 
immediate hemostasis, and above all in the prevention 
of shock by skill and care in handling, assiduity in 
the use and replacement of blankets and by ensuring 
skilful transport. 


Stretcher-bearers had a responsible and difficult task; 
none could have been more difficult; and it is hard to 
realize under what trying conditions these men worked. 
In the account of every battle reference is made to the 
work of stretcher-bearers and to the peculiar difficulties 
associated with the engagement. Extracts from the diaries 
of officers are given and the steps taken by the A.D.M.S. 
to secure adequate bearer reinforcements are set out in 
several instances. In one engagement the A.D.M.S. of the 
Fourth Division found himself faced with “bearer carries” 
that were so lengthy and formidable as to make clearance 
of the line a matter of the utmost danger and difficulty. 
Of the conditions on the Somme we are told: 

The problem of the bearer carry however was 
rendered almost insuperable by the mud which lay 
deep over the whole 6,000 yards of the carry, and in 





the communication trenches was in parts up to the 
thigh so that bearers perforce carried in the open. 
Under average conditions the time for a carry from 
the regimental aid-post to the advanced dressing 
station was over six hours and required thirty-six 
bearers in relays for each stretcher case. After their 
relay, bearers were exhausted. Eight hourly reliefs 
would not work, as too much time was spent on the 
road; a system of forty-eight hours on duty with 
eighteen hours rest was adopted. Some relief was 
obtained by the use of flat-bottomed sledges which 
slid over the mud. 


At Passchendaele “it was quite common for men to sink 
to their thighs and waists into the soft slimy mud, which 
drew one down, down, for ever downward like some live 
thing. To carry a wounded man from the front line to 
the R.A.P. was a terrible undertaking. The distance to be 
covered was less than a thousand yards, but it took six 
men four, five, and even six hours to do the trip. . . . The 
heroic deeds performed at Ypres and Passchendaele have 
never been excelled!” 

In the chapter on the end of attrition warfare our 
author writes a great deal that will be of interest not 
only to medical men, but also to students of warfare. On 
the subject of humanity versus efficiency he writes: 


Out of the welter of strivings and sufferings of these 
battles and their immense toll of casualties, one 
amazing fact emerges which throws light not only on 
the local and immediate medical problems, and the 
reason for all this medical to-do, but on the raison 
@étre of medical service in warfare. The clue to it 
lies in the figures which give the proportion of “killed” 
to “wounded”, and in the latter of stretcher cases to 
walking wounded. On an average of the whole war, 
the proportion in the A.I.F. of killed to wounded and 
died of wounds, gassed, and shell shock was as 1: 4:2. 
For the period October 1st to 31st [1917] this propor- 
tion was maintained at 1: 3-5. Thus the number of 
seriously wounded men rescued from death on the 
battlefield, in relation to the total casualties, was so 
small, or varied so little with circumstances, that 
even under conditions so adverse as those of October 
the ratio was influenced only to the extent here shown. 

At the same time records and statistics are eloquent 
of the immense resources required to achieve 
this rescue: transport and personnel were expended 
almost entirely in the collecting and clearing of 
stretcher cases. And yet from the standpoint of 
maintaining the numerical strength of the army, the 
walking wounded were incomparably the more impor- 
tant: here was spoil from the grindstone, that might 
be used for further attrition, whereas of stretcher cases 
only an insignificant number came back to the mill. 
Yet in the complex of motives, instinctive and rational, 
which determined the relation between man and man 
in the war, none was more potent than the impulse to 
attempt the rescue of helpless men. However 
inexorably he might be compelled, or rashly induced 
to sacrifice his men in the attainment of victory, no 
army commander could afford seriously to neglect 
the service of humanity even in the interests of 
efficiency. 

And yet in all this horror and madness of mankind the 
author can see nobility: 

There is nothing recorded of the Great War more 
worthy the attention of the human race than the 
proofs multiplied a million times of the triumph of the 
spirit of man over his physical self and his material 
environment. Of both sides it can be said that the 
heaviest bombardments left always some intrepid 
spirits ready to hold a strongpost against the enemy 
advancing behind his barrage, and to inflict heavy 
damage before death unfeared took their bodies. 


In the second section of the book the most important 
subject is the general surgery of wounds. The author 
traces in an interesting fashion the different stages in 
the treatment of wounds and the wounded. This section 
contains lessons that should be borne in mind by Australian 
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surgeons in the present crisis, and the publication of the 
book at this time is in some ways opportune. The 
experience of the last war must not be lost sight of in this. 
It would be simple for the younger surgeons of today to 
regard themselves as being so advanced in the art and 
modern practice of surgery, so superior to the surgeons of 
twenty-five years ago, that they could afford to ignore 
past experience and mistakes. Let us grant that the 
science of surgery has advanced and that the surgeon of 
today has made the most of his opportunities; he must 
still be reminded that he is potentially the same person 
that his predecessor of twenty-five years ago was, that he 
comes from the same stock and is temperamentally the 
same. In other words the surgeon of today is likely to be 
just as short-sighted, just as stupid and just as stubborn 
as those of the older generation sometimes were. Colonel 
Butler shows that words such as these are justified. 

The first stage in the treatment of wounds was one 
of ignorance. Surgeons entered the war with a remarkable 
handicap. They had grown “complacent in an atmosphere 
of prophylactic asepsis, with whose toilsome and tedious 
evolution they were acquainted chiefly by tradition and 
Listerian Orations”. They neglected the fact that the 
infection was contained within the wound itself, “so that 
for the most part paints of iodine or of picric alcohol 
were as whiting to a sepulchre, and repeated ‘dressings’ of 
little more use than were the antics and offerings of the 
priests of Baal”. Naturally there was a surgical debacle, 
and Colonel Butler finds the word “chaotic” not too strong 
to describe the situation. After some weeks an intense 
reaction took place—there was a reversion to preaseptic 
surgical principles and practice, and clinical and laboratory 
research were instituted. Thus was ushered in the second 
stage. 

The second stage was one of organized experiment and 
observation. The three methods of treatment of this 
period calling for special notice are the salt pack, the 
Carrel-Dakin lavage and excision. During this period 
surgery, the “essential” or “effective” surgery, moved from 
the base towards the front. On account of the stability 
of the western front, highly organized medical units could 
be built up in forward areas. Moreover, as the excision 
of wounds became adopted this type of operation was 
performed in forward units. The evolution of wound 
surgery was “a slow and painful process in which improved 
methods strove against an immense inertia of structure 
and habit”. 

Colonel Butler discusses at some length the “adventures 
in laboratory research and clinical technique” associated 
with the names of Almroth Wright and of Alexis Carrel 
and Henry Dakin. Wright sought to exploit “the anti- 
septic and ‘tryptic’ powers of the lymph and its contained 
leucocytes” by the use of a hypertonic solution of sodium 
chloride, applied secundwm artem to reach every part 
of the wound with the purpose of “drawing out from the 
infected tissues lymph which has spent all its antibacterial 
energy, and drawing into the tissues from the blood stream 
lymph inimical to microbic growth”. The author states 
that on the whole the results were disappointing, and he 
expresses the opinion that Wright’s claim to a place in 
history rests rather on the creation of an attitude of 
mind, a reaction from the “muddle through” methods. The 
Carrel-Dakin method needs no description. It was begotten 
in 1914 and is described as the result of an experiment 
which comprised perhaps the most complete single cam- 
paign of combined laboratory and clinical research and 
typical American “team work” occasioned by the war. 
The position of Compiégne, where the work was done, was 
ideal, for casualties could arrive within time limits that 
corresponded to those characteristic of a casualty clearing 
station. Carrel stated that as the inoculation of the 
tissues by projectiles or fragments was massive, and as 
the germs protected by necrosed tissues or blood clots 
multiplied beyond the reach of lymph flow, it was 
extremely unlikely that therapeusis depending on lymph 
flow would be effective. This, Colonel Butler states, pro- 
vides a key to the two methods. His comments are 


illuminating. He holds that when this method could be | 
applied as directed, it was very effective in achieving its | 


purpose; this is generally agreed 





Yet, though fully effective from September of 1915, 
it was not taken into general use in the British Army 
till the beginning of 1917 and little earlier, if at all, 
in the French. This neglect on the part of the French 
surgical profession seems to have been due in some 
part to the failing which so nearly killed Louis 
Pasteur—professional jealousy—but also, pace Carrel, 
to the progress in the French Army of débridement 
and suture. British failure to take it up must in part 
be set down to the physical factor which in no small 
measure determined the evolution of the surgery of 
wounds in the B.E.F.—namely the hiatus between the 
hospitals of the front line and those of the base. 

Excision or débridement of wounds was a logical exten- 
sion of the cruder methods, and probably, in Colonel 
Butler’s opinion, suggested itself soon to many surgeons. 
However that may be, for the development of this method 
of treatment and also for its logical consequence—“that 
more searching and perilous adventure in wound surgery, 
the return to the immediate suture”—the credit must be 
given to the French service. The first published accounts 
of excision by officers in the British service were those 
of Gray and of Milligan, which appeared in June, 1915. 
The treatment meted out to Milligan, an Australian 
serving with the Royal Army Medical Corps, is so 
deplorable that a note written by him for inclusion in 
the present volume is reproduced here in ezrtenso: 

Quite early in the war, in 1914, while working at a 
casualty clearing station in Flanders, I was impressed 
with the idea that excision was called for. Opposition 
came from three quarters: 1. From the administrative 
officers of the R.A.M.C.; for it meant increase in staff, 
alteration of equipment and allotment of work, and 
more accommodation in order to submit the greater 
numbers of wounded to anesthesia and operation. 
2. From some consulting surgeons, who felt that it was 
unjustifiable to submit a man already badly wounded 
to further trauma even with a scalpel. Undoubtedly 
confidence in antiseptic treatment, and fear of spread 
of infection after operative interference, made some 
surgeons bitterly hostile to the procedure. 3. From 
junior medical officers who disliked the comparatively 
uninteresting work of administering the large numbers 
of anesthetics required for carrying out excision of 
wounds. 

Opposition was so great locally that I first carried 
out excision of wounds under local anesthesia, and 
general anesthetics induced by myself and continued 
by an orderly; and this often at late hours and 
unknown to those in authority. At the request of a 
Consulting Surgeon of the Army, who opposed this 
treatment, my Commanding Officer ordered me to dis- 
continue surgery; and only allowed me to return with 
the request that I should cease excision of wounds. ... 
Sir Anthony Bowlby, the chief consultant of the B.E.F., 
expressed himself in agreement with my publication 
at the time. Sir Henry M. W. Gray, to whom war 
surgery owes so much, was carrying out the treatment 
independently at the base in France, and soon after- 
wards advocated it energetically at the front. Under 
pressure of these opinions, and from their own con- 
victions, many surgical specialists now took up the 
treatment; and the necessary administrative altera- 
tions were made by the R.A.M.C. for carrying it out. 

1. All early operative work was delegated to the 
casualty clearing stations, which were altered 
accordingly. 

2. Surgical specialists and 
appointed to organise the surgery of casualty clearing 
stations. 

3. Accommodation was made to enable four to six 
surgeons with their teams to operate at the same time, 
so that large numbers of wounded were dealt with, 
teams working in shifts night and day during active 
fighting. 

The success of all antiseptic treatment depends on 
the preliminary excision of the wounds; as did also 
the good results of the Carrel-Dakin treatment; .. - 
and [it] paved the way for primary and secondary 
suture of wounds. 


anesthetists were 
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During this stage in the evolution of wound surgery 
the dissemination of knowledge and the coordination of 
effort were being furthered by the appointment of 
additional consultant surgeons to the armies in the field 
and by the creation of surgical teams. 

By March, 1917, the third stage had arrived—that of 
exploitation. Of this stage not much need be written 
beyond the statement that it saw the establishment of 
experimental stations in the several armies and the investi- 
gation of excision with “primary” or “delay primary” 
suture, as well as of various antiseptics. In the fourth 
stage, which the author regards as having begun on 
March 21, 1918, when Ludendorff made his offensive, the 
resuscitation team and the operating centre were used to 
the full. The organization of medical treatment had to be 
adapted to the new war of movement. 

Although he deals with it at the end of the book, it 
may be well at this stage to draw attention to an apparent 
paradox stated by Colonel Butler. As the war progressed 
and surgical methods were improved, the mortality rate 
among wounded men rose and.did not fall. Among the 
British troops the mortality rate of wounded men in 1914 
was 616%; in 1918 it was 7-15%. Among Australian 
troops on the western front the mortality rate of wounded 
men from April to December, 1916, was 8-25%; during 
1918 it was 9-29%. The explanation offered is that as the 
war went on more and more of the seriously wounded 
men managed to reach the field ambulance. 

Field ambulance resuscitation teams were a _ purely 
Australian innovation. The first team was formed 
unofficially with the approval of the A.D.M.S. and the con- 
currence of the Deputy Director, the Officer Commanding 
the Fourth Field Ambulance. It was directed by Major 
A. W. Holmes 4 Court. We are informed in a footnote 
that it was to Major Holmes a Court that most of the 
credit for the creation of these teams and for their success- 
ful development was due. On the recommendation of 
General Howse, surgical resuscitation teams were later 
made a permanent A.I.F. establishment. Subsequently 
a report on the work of the Australian teams was Cir- 
culated to the Directors of Medical Services in all armies 
from General Headquarters, B.E.F.; they then became 
authorized throughout the British Army. Major G. Gordon- 
Taylor, Acting Consulting Surgeon of the Fourth Army, 
stated in a report that many lives had without doubt 
been saved by the work of Major Holmes 4 Court and 
members of the other resuscitation teams. At the end of 
the present volume part of one of the appendices is devoted 
to the activities of these teams—the type of work done 
by them is described and their establishment and equip- 
ment are set out in detail. 

Of the medical, as opposed to the surgical, side the 
author has given us a comprehensive picture in three 
chapters entitled “Preventive Medicine in War”. “It would 
be difficult”, he writes, “to refute a proposal that the 
chief feature of preventive medicine in the Great War 
was this—that no aspect of the physical, mental, or moral 
make-up of man lay outside the sphere of its interest”. 
He then proceeds to show how the resources of every 
branch of medicine and surgery were enlisted in the main- 
tenance of efficiency. “The results, though perhaps not so 
dramatic as has been thought, remain an impressive per- 
formance of international medicine and _ industrial 
organization—of which, almost as much as of scientific 
progress, they were the reflection.” The objectives were 
the promotion of health and the prevention of disease. 
The former was sought by measures designed to accen- 
tuate the natural resistance to morbid agents by improving 
general health and vitality, by augmenting physical and 
moral efficiency, and in particular by combating the 
effects of deleterious physical and psychical factors in the 
environment. To achieve the latter, action was taken 
against the causal agents of various diseases or groups 
of diseases or against their carriers. To these two main 
lines of action was added prophylaxis by treatment. Two 
examples of the last-mentioned activity that are discussed 
are the treatment by suggestion in psychic contagion and 
abortive treatment in venereal contagions. 

In the promotion of health consideration had to be given 
to such questions as food and feeding, housing and warmth, 








clothing, care of the feet, rest and sleep, education and 
psychic amenities. In the section dealing with these 
aspects there is an interesting discussion on alcohol and 
the rum ration. Here Colonel Butler first refers to the 
findings of an advisory committee of the British Central 
Control Board (Liquor Traffic) and of the Medical Research 
Council of National Insurance that in general, “though 
its immediate effect on behaviour may be ‘stimulant’, the 
action of alcchol is essentially anodyne and depressant”. 
The anodyne action of alcohol has been fully borne out in 
military experience. Its value lies wholly in the produc- 
tion of euphoria and the relief of anxiety; it would 
therefore be difficult not to give it a place in attrition 
warfare. Sometimes the rum ration was used to promote 
action, “its narcotic effect being called on to dull the edge 
of fear and anxiety before an attack”. The practice 
favoured with the A.I.F., however, was to use it after 
effort, not before, and in association with food, warmth and 
rest. Though he is not prepared to make a definite pro- 
nouncement, Colonel Butler states that for commissioned 
officers, if senescence is excepted, dependence on alcohol 
was probably the most frequent immediate cause of failure 
to “make good” in the field. “On Gallipoli it was the 
direct cause of one major military tragedy.” Among 
the rank and file who were forbidden the use of “ardent 
spirits”, the chronic alcoholics sometimes did good service. 
Alcohol played havoc with lads under eighteen years of 
age. This discussion should be of interest to those who 
advocate “wet canteens” for Australian troops. 

In his further discussion on preventive medicine Colonel 
Butler devotes sections of a chapter to artificial immuniza- 
tion and to the human vector. He also discusses in a 
most interesting fashion hygiene and sanitation. In this 
section the account of the Australian Corps scheme of 
baths and of field sanitation is particularly well set out. 

In the section of the book on the war of movement the 
story of the last stages of the war is told with dramatic 
force and intensity. This section of the book shows most 
clearly how important an efficient medical service is to 
the successful carrying on of a campaign. It was at this 
time that the A..F. saw “the consummation of patriotic 
aspirations” in the formation of a single Australian Corps 
and the replacement of the British by an Australian Head- 
quarters staff, with the appointment of an officer of the 
Australian Army Medical Corps (Colonel G. W. Barber) 
to the position of Deputy Director of Medical Services. 
“Through the integration of exceptional fighting qualities 
in the troops and of administrative and organizing abilities 
of the highest order in its commander and his subordinate 
commanders and staff”, the Australian Corps, “swelled by 
external accretions at one stage to the size of an Army”, 
is found taking a prominent part in the Allied counter- 
offensive and subsequent advance to victory. It was at 
this time that the “battle of standards” was fought in 
the A.I.F. In any reference to this subject it is necessary 
to remind readers that Australia had refused to adopt 
conscription and that the reinforcement of the battalions 
in France was therefore a matter of the greatest difficulty. 
At one time many battalions, we are told, could summon 
for actual fighting no more than 200 to 300 men. In 
this crisis General Howse was insistent upon maintaining 
the moral element in strength at the cost of numerical 
strength where access of numbers would have meant loss 
of morale. “Return to duty” as soon as possible of many 
men who were sick and wounded was insisted on in an 
effort to keep up the strength of the battalions. Thus 
during the period April 1 to September 30, 1918, 51,516 
men who had been sick or wounded rejoined their units. 
Many soldiers were wounded more than once, and more 
than once completed the circle from the unit to hospital, 
convalescent depot, training camp and their original unit. 
Colonel Butler has something to say about this: 


The tragedy of repeated woundings in battle, fol- 
lowed by the weary round of convalescence and 
retraining back to the tension of ever present death, 
was perhaps, in some part, the sacrificial substitute 
for the service of those who were unable or too 
precious to be enlisted; to that extent it was part of 
the price paid by Australia for escape from conscrip- 








594 THE MEDICAL JOURNAL OF AUSTRALIA. 


Aprit 27, 1940. 





tion. This freedom, perhaps, was worth the price; but 
a plant of rosemary for remembrance should not be 
lacking from the pleasant garden that we have in 
testament from those who did the paying; and not the 
less because the toil of the treadmill has left its 
deforming mark on some of those who remain. 


Having thus refreshed our memories about the effect 
on the A.I.F. of the refusal of Australia to adopt con- 
scription, we may turn to the “battle of the standards”. 
This conflict of opinions first arose in the Gallipoli days, 
when recruits, on arrival overseas, were found to be 


unfit to serve at the front with the A.I.F. During the | 


“war of movement” the differences of opinion became 
acute and many thousands of pounds were wasted because 
no agreement was reached. We are told that “until the 
Somme the Director of Medical Services had had the 
support of the Director-General in Australia; as the 


official files clearly show, Surgeon-General Fetherston found | 


himself more and more compelled to submit to a policy 
of dilution, which he was ultimately induced to support, 


but which General Howse resolutely refused to accept”. | 


Colonel Butler also writes: 


But the problem was not (as suggested by the 
Director-General) chiefly a clinical one. So early as 
October, 1916, he himself stated as the crux, that “it 
is just a question as to whether it is best to send large 
numbers, or take no risks and send you smaller 
numbers”. 

It was, indeed, at the root a test of the moral fibre 
of the Australian people and of the vision and stead- 
fastness of their leaders. There is no need to labour 
here the national involvements of the issue. They 
derived, in part, from the adherence of Australia to 
the principle of voluntary enlistment for service over- 
seas, in part to the nature of this war of attrition. 
But a third and even more potent factor appears in 





the stubborn refusal of General Howse to budge from | 


the position taken up by him in 1914. 


As an example of the kind of thing that was happening, | 


the reader is told that on September 11, 1917, the G.O.C., 
A.LF. Depots in the United Kingdom reported that of 
5,600 reinforcements who arrived in England in the second 
half of August, 269 were beyond doubt unfit for general 
service and that 255 of them were permanently unfit. If 
we may judge by a letter from General Howse to General 
Fetherston, reproduced on pages 844 and 845, Colonel 
Butler is probably justified in his statement that the 
matter had assumed the nature of a personal issue between 
the two heads of the Australian service. No useful 
purpose will be served at this stage by pursuing the matter 
further. Two conclusions, however, may be drawn, and the 
subject has received such lengthy discussion here with this 
object—first, that political considerations should never be 
obtruded on a practice and a medical policy which the 
heads of the medical service regard as necessary for the 
efficiency of the fighting forces; secondly, that care in 
examination is essential so that defects are not missed 
and that no impersonation takes place. These should be 
kept clearly in view in the present conflict. 

Once the war was ended, the work of repatriation began, 
and Colonel Butler shows that the responsibilities of the 
medical service did not end when the war ended. Even 
after an already lengthy review his words must be 
reproduced: 

The war ended, the concern of Australia for her 
citizen army centred on the reabsorption of its per- 
sonnel at the earliest possible date into the peaceful 
social community and vocations from which they had 
been drawn. It is, however, one thing to let war 
loose and quite another to clear up after it. The 
aftermath of any great war is, in truth, in its social 
history apt to be more sordid and demoralising than 
the war itself, just as its political and international 
repercussions are more devastating. On the medical 
service of the A.I.F. and later on the medical pro- 
fession of Australia was to fall a full share of the 
responsibility for conserving, in such degree as should 
be possible in this aftermath, the ideals for which 





the Australian soldier fought, and for fulfilling with 
generosity but with justice the pledges made to him 
by his country when he enlisted. These medical 
responsibilities began with the Armistice when the 
troops were concentrated within billeting areas in 
France, restive under restraints which, during the war, 
had been more acceptable; they were greatly enhanced 
when the service became involved in the wider 
problems of repatriation to Australia. Steady 
adherence to professional probity has helped to main- 
tain order and consistency in the conduct of restitution 
and reparation; and the responsibility of the medical 
service will cease only when, some time in the third 
millennium A.D., the last “dependant” of the last 
pensioner shall have been paid his last penny by a 
grateful country. 


In conclusion we would again congratulate Colonel Butler 
on his achievement in this volume; he has earned the 
gratitude of the members of the Australian Army Medical 
Corps, of the non-medical members of the first Australian 
Imperial Force and of the Australian public. This volume 
of his work will be read with interest and appreciation 
by his former comrades in arms and, we trust, by cam- 
paigners of a younger generation, at present seeking to 
serve their country and to secure the well-being of man. 
We hope that it will also find its way into the hands of 
those in high places in politics and other spheres of 
influence. 

A word of praise must be given to the printers and 
binders, who have done their work well. The illustrations 
have been carefully chosen, cover a wide range of subjects 
and are excellently reproduced. The index is good. 





PSYCHOANALYSIS. 





Tue monograph “Psycho-Analysis”, by Dr. Edward 
Glover, is the best epitome on the subject that we have 
read; in addition it is so abreast of modern psycho- 
analytical research that it could well be included in any 
series of books on recent advances.? 

As it is written primarily for the general practitioner, 
the author has used non-technical language in the earlier 
chapters, but has gradually introduced all the essential 
terms while proceeding with his remarkably clear 
exposition. 

Running like a thread throughout the book is due 
recognition of the fact that the individual patient is 
neither a test-tube nor a collection of complexes, but 4a 
human personality. This fact is even stressed when the 
author describes that condition of faulty adjustment to 
environment known as schizophrenia, and the most bizarre 
of symptoms are shown to possess a wealth of purposive 
meaning. Another illuminating application of the author’s 
biological approach is the conception of contrasting 
inhibition and overaction operating throughout various 
levels of the reflex arc: this is best demonstrated in his 
discussion on manic-depression, but is also exemplified in 
what he writes of the two forms of hysteria (conversion 
hysteria and anxiety hysteria), as well as in sexual 
frigidity and sexual perversions. 

The classification adopted by Dr. Glover conforms to 
orthodox lines; but he has applied a term of his own when 
he calls drug addictions “transitional states”, “because the 
mechanisms producing them are both neurotic and 
psychotic in type”. 

Recognition of the fact that an individual patient is 4 
human being struggling to adjust himself to his environ- 
ment is particularly clear in the later sections dealing 
with marital and other social difficulties, which include 
anomalies of character, such as delinquency. Finally, the 
author appends a list of sixteen books from which he 
recommends those who are particularly interested to make 
a selection, and he supplies an adequate index to his 
own work. 


1“Psycho-Analysis”, by E. Glover, M.D.; 1939. London: 
John Bale Medical Publications Limited. Demy 8vo. pp. 139. 
Price: 12s. 6d. net. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abdreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to 
seek the advice of the Editor. 





THE PROBLEM OF MEDICAL LITERATURE. 





An Australian medical teacher and writer once 
declared in the course of a discussion on a well- 
worn subject that there were far too many medical 
journals and that two-thirds of the articles 
published in them were worthless. Some of his 
audience were amused at his bluntness, many 
thought that there was a good deal of truth in his 
statement, and every one present let it pass without 
question. The enormous mass of medical publica- 
tions—both books and journals—presents an ever- 
increasing problem not only to medical librarians, 
but also to investigators and to those who wish to 
take an _ intelligent in general 
medicine or in one of its special branches. The 
speaker just quoted, who is a man with catholic 
tastes in medical literature, had probably been 
harassed in a search for something that he wanted, 
and let off steam in characteristic fashion. The 
subject is important, however, and the last person 
to tackle it is no less an authority than Sir Robert 
President of the Royal College of 
who delivered the Lloyd Roberts 
Lecture before the Medical Society of London on 
November 16 last.? 


interest either 


Hutchison, 
Physicians, 








1The Lancet, November 18, 1939. 








All to whom this lecture is | outside its own boundaries or it does not. 


available are urged to read it, for only one or two 
of its leading features can be mentioned in this 
place. 

That there are somewhere between five and seven 
thousand medical periodicals in the world is 
appalling and the existence of 130 in Great Britain 
is almost as terrifying. To give an idea of the 
“immense fecundity of the medical press” Sir 
Robert Hutchison quotes Professor Bulloch that 
on an average two articles on tuberculosis have been 
published every day for the past forty years. Small 
wonder is it that he asks what is to be done. He 
offers three suggestions for the control of the out- 
put. The first is that there should be “strict birth 
control” in regard to new journals; with this most 
reasonable people will agree. The second is that 
some existing journals might well be amalgamated. 
In theory this is excellent, especially in regard to 
bodies which have similar aims and interests. In 
practice one of the chief difficulties is that each 
body has its amour propre and looks on its journal 
as the expression of its corporiety. And there is 
the added consideration that each organization 
generally receives journals in exchange which will 
help to fill the library shelves. The third suggestion 
is that some journals ought to be suppressed; we 
is to do 

perhaps 


but we are not told who 

the suppressing. Unfortunately (or 
fortunately) it will be impossible to obtain agree- 
ment about the objects of suppression; what one 
would suppress another would cherish. Most 
editors, of course, can take courage from this, 
though some of them doubtless have attacks of 
what seamen call “the lows” and at such times 
Among the 
would 


agree, 


would almost welcome suppression. 
journals which Sir Robert Hutchison 
suppress are those that would be like two invented 
by himself: John O’Groats Medical Journal and St. 
Cyprian’s Hospital Reports. Though many of these 
journals with a “local patriotic” appeal do not 
publish epoch-making discoveries, they do serve a 
predetermined purpose. In any case Sir Robert 
Hutchison only “doubts” whether the justifications 
put forward for their existence are adequate. After 
all a journal surely makes a reputation for itself 
If it 
does not, it need not be taken seriously by those 
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who study medical literature. We may thus con- 
clude that of the three methods suggested for the 
control of the output of medical literature, the first 
is alone likely to be effective in the future. 


Sir Robert Hutchison raises an important point 
when he asks what it is that prompts people to 
write. Some of the motives seen by him are reason- 
able and creditable and some are not. “Good reasons 
are the necessity for putting on record new observa- 
tions or results of experiments and the impulse to 
teach—-to impart a conviction or to present a 
Bad reasons are the desire 
for prestige (of which the 
‘preliminary note’ is a familiar example) or the 
itch for advertisement.” With this statement most 
reasonable people will agree, but at the same time 
we are glad that Sir Robert Hutchison allows that 
it is easy to be too censorious in the matter of 
alleged self-advertisement, for he admits that the 
only way in which a young man can let it be 
generally known by his colleagues that he possesses 
special knowledge or skill in any department of 
work is by contributions to the professional 
journals. Once this contention is admitted (and we 
agree with the learned lecturer that it must be 
admitted) there is let loose into medical literature 
a flood of articles many of which will be regarded 
by editors as being “good copy”. The fault is not 
always with the author of an effusion—there are 
“temptations and inducements” to write, “putting 
mischief into people’s heads”. Among. such 
“uncalled for inducements” Sir Robert Hutchison 
all all 
addresses in particular all 
memorial lectures (“such as this”, he adds). 
Doubtless he had his tongue in his cheek and was 
indulging in permissible exaggeration. At the 
same time there is no doubt that the “birth control” 
measures previously mentioned should be applied 
to the creation of new memorial orations. To this 
end the following sentence might be preserved: “In 
any case there are surely better ways of remember- 
ing the dead than by boring the living.” If the living 
are not likely to be bored, we might reflect that 


subject in a new light. 


and priority 


would include ceremonial  orations, 


presidential and 


there are better ways of remembering the dead 
than by talking about them. 





In conclusion some reflections on our own 
activities may be useful. Medical articles have been 
classified as high brow, middle brow and low brow. 
The same classification will hold in regard to 
readers. In a journal such as THe Mepica. 
JOURNAL or AvusTRALIA, which is essentially a 
general practitioner journal, articles of all three 
types appear for all classes of readers. The reputa- 
tion of this, as of any other journal, will be 
determined largely by the original observations 
made by contributors, and its usefulness to readers 
by the way in which pabulum is served and 
garnished. What is important is that readers 
should try to increase the height of the brow and 
that the already high brows should not be puffed 
up with pride and wise in their own conceit. 


<i 
=< 


Current Comment. 








THE MANAGEMENT OF A PERMANENT 
COLOSTOMY. 





THE permanent colostomy has become a surgical 
“dog with a bad name”. Used only in the treat- 
ment of conditions which are serious and usually 
dangerous, it has never been regarded, even by 
those who have to perform it, as anything better 
than the lesser of two evils. Nevertheless, when 
properly employed it has in countless patients 
averted death and relieved suffering. It is not only 
interesting but important to examine the reasons 
for the extreme disfavour with which it is viewed, 
a disfavour which has been so strong as to lead 
numerous patients to choose death before permanent 
colostomy. On the other hand there are alive today 
thousands of patients with colostomy openings who 
are able to engage in almost every business and 
profession and to participate in social and sporting 
activities without their associates and friends being 
aware of their condition. Unfortunately there has 
sometimes been justification for the fear of most 
patients that the possession of an artificial anus 
leads inevitably to extensive curtailment of 
activity, gross discomfort and unpleasantness, and 
social ostracism. It is easy to accuse of unreasoning 
prejudice the patient who flatly declines relief or 
cure by artificial anus, or, where the operation has 
been performed, to attribute the unpleasantness of 
a dirty and offensive colostomy to the patient’s own 
stupidity and lack of care. We shall do well, 
however, to examine the extent to which action or 
inaction by the medical profession has contributed 
to the present unsatisfactory position. Firstly, 
many practitioners have never seen and do not 
appreciate how little a satisfactory colostomy may 
interfere with a patient’s activities; such prac- 
titioners are unable to reassure the patient who is 
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faced with the prospect of a permanent colostomy. 
Secondly, when a colostomy has been performed, 
the patient is often given no instruction in the 
care and training of his new anus; this may arise 
partly from disinclination to spend the necessary 
time for detailed discussion, and partly, it is to 
be feared, from unfamiliarity with the points which 
must be studied to secure a satisfactory function. 
L. J. Druckerman' discusses in some detail the 
management of a permanent colostomy and 
describes a régime for the care of these patients 
which has been established at the Mount Sinai 
Hospital in New York. Attention is paid to the 
diet, which is regulated with the object of rendering 
the patient so constipated that evacuation will occur 
only upon irrigation, and a small, hard, formed 
stool will be passed. To achieve this a bland low- 
residue diet with low fat and high carbohydrate 
constituents is most successful. Condiments, strong 
alcoholic beverages, and iced and aerated drinks 
are avoided. Meals should be taken at regular 
hours and eaten slowly. It is recommended that 
patients commence with a plain initial diet and add 
cautiously other items of food. Anything which 
tends to cause looseness of the bowels is thus 
recognized and may be avoided. The majority of 
patients do not need constipating medicines, but 
some are benefited by their use, especially nervous 
patients or those with a transverse colostomy 
opening. Bismuth subcarbonate and kaolin are useful 
agents. Laxatives should be avoided. Druckerman 
considers that irrigations are of primary importance 
in the training of a colostomy, and describes various 
methods which have proved satisfactory. It is his 
experience that most patients will require always 
to employ irrigation in order to remain clean for 
the rest of the twenty-four hours, although a few 
may establish an automatic function. Colostomy 
bags are prescribed only rarely at the Mount Sinai 
Hospital, and then only for patients with a per- 
manent caecostomy or transverse colostomy 
opening, when these cannot be controlled by 
ordinary means. Druckerman points out the many 
disadvantages of the colostomy bag, which is 
expensive, difficult to clean, and predisposes to 
prolapse and hernia. A colostomy bag should be 
used as a last resort when all else fails, and should 
practically never be needed for a left-sided colos- 
tomy. When a bag is considered necessary it should 
be chosen by the medical attendant himself. The 
practice is to be deplored of sending the patient to 
a surgical supply house and allowing him to be 
fitted according to the whims of the salesman or the 
stock of the organization. Apart from the occasional 
indications for the use of a bag, no appliance at 
all is needed for a colostomy. All that is required 
is to smear some bland ointment on the surrounding 
skin and on a piece of gauze over the stoma, and to 
cover this with a pad of cotton wool on which is 
placed a piece of oiled silk. The dressing is held 
in place by a simple belt, usually of elastic webbing, 
which the patient can make himself. At the Mount 
Sinai Hospital all patients before discharge are 


The American Journal of Surgery, October, 1939. 





given instruction in colostomy care and irrigation, 
including the performance by the patient of all 
manipulations under guidance. Printed directions 
regarding irrigation and diet are supplied. Where 
required, a nurse visits the patient in his home 
to make clear any points not fully understood. 
Further, all patients attend regularly at the hos- 
pital for supervision in regard to the function of 
the colostomy and for the recognition of complica- 
tions, such as prolapse, metastases et cetera. 

Druckerman’s paper may be read with advantage 
by all surgeons and general practitioners. After 
perusing it the reader becomes aware how much 
service could be rendered to patients.if a specially 
trained and visiting nurse were attached to all 
large hospitals. 


LOBSTERS AND GASTRO-ENTERITIS. 





Il. M. Royps Jones, the surgeon of the Orient 
liner Orion, has had experience of two serious 
epidemics of gastro-enteritis in which he was led 
to the conclusion that “it must have been the 
lobster”. Accordingly he has planned and carried 
out a number of interesting experiments to deter- 
mine how such epidemics could arise and how best 
they could be prevented without excluding the 
delicate crustacean from the menu.’ He suggests 
that if lobsters had previously fed in contaminated 
waters and if their cooking had not sterilized the 
gut, then pathogenic organisms might be trans- 
ferred by the cook’s fingers to the flesh when he 
removed the gut during preparation for serving; 
and he reports that he has recovered organisms 
of the genus Bacterium from the intestines of 
cooked lobsters. He next describes experiments 
directed to discovering how long it is necessary to 
cook lobsters in order to sterilize the intestinal 
contents and whether cooking for this time is likely 
to spoil them for eating. Batches of lobsters, each 
weighing one and a half to two pounds, were placed 
alive in boiling water and cooked for varying 
periods, and each intestine was then dissected out 
with aseptic precautions and its bacteriology was 
studied. It was found that if the lobsters were 
cooked for forty-five minutes instead of for the 
usual twenty-five to thirty minutes, the intestines 
were satisfactorily sterilized, while the taste and 
palatability of the flesh were not upset. In the 
course of further experiments it was found that the 
internal temperature of large lobsters does not 
approach boiling point until the lobster has been 
in boiling water for some forty-five minutes. Dr. 
Royds Jones concludes with the recommendation 
that if there is doubt about how long lobsters have 
been cooked, it is safer to eat small lobsters, which 
are presumably more easily sterilized, or to confine 
oneself to the claws or to dishes made of recooked 
lobster. If his excellent advice becomes generally 
known and followed, after-dinner sufferers will soon 
be able to assert with confidence: “It couldn’t have 
been the lobster, it must have been the wine!” 


i fhe Lancet, September 30, 1939. 
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Wedical Literature. 





GYNAZCOLOGY. 





Time of Ovulation. 

A. Eperctnyr (Monatsschrift fiir 
Geburtshiilfe und Gyndkologie, Num- 
bers 2 and 3, 1940) describes his 
investigations by means of the Takata 
precipitation test into the time of 
ovulation in the menstrual cycle. He 
eonsidered that ovulation occurred in 
the first week in 3-95% of cases, in 
the second week in 51-3%, in the third 
week in 447%, and in the fourth 
week in none. The author examined 
17 women who had regular cycles, 
and in eleven instances the test gave 
a lower result during the menstrual 
cycle. In ten cases a second fall 
occurred on the sixteenth to the 
eighteenth day, and was considered 
to be a sign of ovulation. Such a fall 
was not observed in records from 
patients with amenorrhea, from 
pregnant women, from women at the 
menopause nor from males. The 
result of the test depends apparently 
on hormonal influences, especially 
estrogenic. 


Headache following Spinal 
Anesthesia. 

K. Vrsa (Monatsschrift fiir Geburt- 
shilfe und Gyndkologie, August-Sep- 
tember, 1939) discusses the etiology 
of headache following spinal anes- 
thesia. He considers that it occurs 
in from 3% to 7% of cases, and is 
noted most frequently when the opera- 
tion is performed during the first half 
of the menstrual cycle than at other 
periods. This is probably due to the 
pituitary gland, for the incidence is 
lower when the concentration of 
pituitary hormone is higher in the 
blood. Improvements in the technique 
have caused a decrease in the number 
of cases of headache, while climatic 
and seasonal influences play an impor- 
tant part. Headache is_ noted 
especially in spring and autumn, 
when there are pronounced atmos- 
pheric changes. 


The Use of Testosterone in 
Excessive Uterine Bleeding. 

A. Ropert ABARBANEL (American 
Journal of Obstetrics and Gynecology, 
February, 1940) discusses the use 
of testosterone propionate in the 
immediate treatment of excessive 
uterine bleeding. He states that 
menorrhagia, next to dysmenorrhea, 
is the most common disorder of men- 
struation, and that trials with 
corpus lutewm extracts (progesterone) 
and pregnancy urine extracts (chori- 
onic gonadotropin) has revealed a 
very limited effectiveness. In his 
studies he used “male” sex hormone 
or testosterone, which, like all 
sexual hormones, possesses bisexual 
properties, that is, it is a gynergen 
as well as an androgen. He quotes 








animal experiments to prove that the 
action of testosterone is on the myo- 
metrium, causing it to contract. The 
uterine muscle constricts the vessels 
running through it and thus arrests 
or diminishes bleeding. Twenty-five 
patients suffering from excessive 
bleeding were treated with testos- 
terone propionate in doses that varied. 
He found that 10 to 30 milligrammes 
would lessen the bleeding materially, 
while forty to sixty milligrammes 
were necessary to stop the hemor- 
rhage completely. Usually the dose 
was given by intramuscular injection. 
The author finally stresses the obser- 
vation that with these doses no signs 
of masculinization were detected. 


Intermenstrual Pain. 


R. Vottman (Monatsschrift fiir 
Geburtshiilfe und Gyndkologie, Num- 
bers 2 and 3, 1940) discusses the 
etiology, physiology and symptoms 
of intermenstrual pain based on a 
patient carefully observed for three 
years. He considers that such pain 
is a visceral sensitive reflex resulting 
from tubal spasm. It is determined 
by the ovarian cycle, for it coincides 
with ovulation. The author was 
unable to establish any pathological 
basis for the pain. 


The Argentine Female Pelvis. 


D. E. Néttrine (Monatsschrift fiir 
Geburtshilfe und Gynidkologie, Num- 
bers 2 and 3, 1940) describes the 
characteristics of the female pelvis 
in natives of the Argentine. In 
general it is platypelloid in shape, 
with only mild degrees of contraction, 
which are due to rickets. Normally 
shaped pelves are more _ frequent 
among the native-born than among 
foreigners, and amount to 964% of 
the total. The common type of con- 
traction is the flat pelvis; this is 
followed by the generally contracted, 
and next in frequency comes a mixture 
of both. The male type is uncommon, 
while extreme degrees of contraction 
are very rare. 


Endocrine Disturbances in the 
Adolescent Female. 


Emit Novak (The Western Journal 
of Surgery, Obstetrics and Gynecology, 
January, 1940) writes on the treat- 
ment of endocrine disturbances in the 
adolescent female. The treatments 
recommended for amenorrhea are the 
administration of thyreoid extract and 
of preparations of estrin. “The fact 
remains that, whether empiric or not, 
the administration of thyroid in most 
cases of endocrinopathic amenorrhea 
seems to have justified itself as 
definitely worthwhile.” Writing of 
estrin, the author admits that it is 
only a substitution therapy, but states 
that it will have to remain until a 
more effective method of treatment is 
forthcoming. Functional uterine 
hemorrhage, in his opinion, is due 
almost always to a failure of secretion 
of enough progesterone, as a result 
of failure of ovulation with persistent 
active follicles. As a method of 





treatment the administration of 
testosterone is described as_ being 
more satisfactory than the giving of 
progesterone or the pregnancy-urine 
preparations. Radical measures, such 
as radiotherapy, are rarely indicated. 
In primary dysmenorrhea psycho- 
therapy and a regulated healthy life 
are of first importance, supplemented 
by endocrine treatment. Progesterone 
is the preparation usually used, 
though good results have recently been 
claimed for testosterone. With a 
moderate dosage of 10 milligrammes 
two or three times a week the author 
believes the risk of masculinization 
to be extremely slight. 


Colpotomy. 


E. von MIHALkovics (Monatsschrift 
fiir Geburtshilfe und Gyndkologie, 
August-September, 1939) discusses the 
value of posterior colpotomy in the 
treatment of suppurative conditions 
of the pelvis. He does not recommend 
it in cases of pyosalpinx, because of 
the risk of fistula formation, except 
in cases of immediate danger to life. 
In such cases it is preferable to drain 
the pus by suction after puncture. 
Better results follow evacuation by 
puncture in cases of parametric 
abscess or infected hematocele. 
Abscesses in the pouch of Douglas 
following salpingitis can be treated 
by an ample incision without the risk 
of fistula formation. Suction, how- 
ever, may be sufficient in many cases. 
Incision and drainage are sufficient 
for any collections of pus from extra- 
genital sources. 


Pelvic Pain. 


J. V. Metes (The New England 
Journal of Medicine, February, 1940) 
discusses pelvic pain and its relief. 
Perineal pain following kraurosis and 
other local causes of pruritus vulve 
may be relieved by open operation and 
by section of that branch of the 
perineal nerve that supplies the area. 
This is constantly found at the pos- 
terior border of the superficial trans- 
verse perineal muscle. The pain of 
primary dysmenorrhea in_ selected 
eases is treated by presacral neurec- 
tomy. The same operation will relieve 
the pain of cancer only if it is due to 
stretching of the uterus. If the cause 
of cancer pain lies in the utero-sacral 
ligaments or cervix, the operation is 
of no avail. Alcohol injection into 
the spinal theca in the space between 
the fourth and fifth lumbar vertebre 
will relieve pain of vulvar, vaginal 
or cervical origin. However, its use 
is restricted by the likelihood of its 
causing anal sphincter damage or 
inability to use the detrusor muscle of 
the bladder. It is thus best restricted 
to patients suffering already from 
incontinence or bladder fistula. For 
inoperable malignant disease the 
author is in favour of cordotomy at an 
earlier date than it is usually done, 
with severance of the spino-thalamic 
tract. Laminectomy is necessary in 
order that the cord may be approached. 
Réntgen ray therapy is especially 
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useful for bone pain due to metastatic 
cancer. The use of cobra venom is 
recommended for the relief of mild 
pain, in order to prevent patients 
from becoming morphine addicts. This 
venom is analgesic without being 
habit-forming. 


OBSTETRICS. 





The Prevention and the Arrest of 
Lactation. 


R. WENNER AND K. Join (The 
Lancet, September 23, 1939) report 
that in twenty women lactation was 
either prevented or inhibited by the 
oral administration of five to fifteen 
milligrammes of stilbestrol. In most 
cases a tablet of five milligrammes 
was sufficient. When it was desired 
to prevent the secretion of milk the 
stilbestrol was given during the 
twenty-four hours after confinement; 
in all cases the treatment was success- 
ful—no milk was secreted and the 
breasts remained flaccid. The arrest 
of established lactation was also 
accomplished without difficulty in 
most cases, although sometimes 
additional doses were required. It 
was not necessary to bind the breasts 
or give aperients, and the usual 
pains from mammary distension did 
not occur. No ill effects were observed. 


The Management of Placenta 


Previa. 
RUPERT ARNELL AND WILLIAM 
GuERRIERO (American Journal of 


Obstetrics and Gynecology, January, 
1940) write on the management of 
placenta previa and on the interesting 
changes in obstetric practice covering 
the ten years from 1929 to 1939. Their 
remarks apply to an analysis of 260 
consecutive cases. They stress the 
fact that placenta previa is an 
obstetric complication for which no 
home management is safe, because 
even one vaginal examination may 
cause severe bleeding. No patient 
should be examined in the home; 
admission to hospital is therefore the 
first principle in treatment. The next 
principle is to determine the type of 
the patient’s blood and to make 
arrangements for suitable donors to 
stand by until the patient is delivered. 
The authors rely on vaginal examina- 
tion for diagnosis, and avoid the 
administration of enemata. They 
have found that X ray diagnosis, 
whether by the use of air or sodium 
iodide in the bladder, furnishes 
evidence that is inconclusive. Amni- 
ography is never employed, as they 
consider it dangerous. They describe 
the Braxton Hicks version and 
vaginal tamponade as actually or 
potentially dangerous, and rely on 
Cesarean section, rupture of the mem- 
branes, the use of Willett’s forceps, 
and what they call “breech traction”. 
The last-mentioned term is used to 
cover those cases of placenta previa 
in which a breech presentation is 





discovered when the patient is first 
seen, and in which rupture of the 
membranes is supplemented by the 
simple bringing down of a leg. As in 
most American clinics, Willett’s 
forceps are reserved for non-viable or 
dead children; but the authors state 
that they have used them several 
times recently on living children with 
excellent results. In the first five 
years of the authors’ ten-year period 
Cesarean section was used in 27% of 
cases, and in the last five years in 
45%. In following this latter course 
they have reduced their mortality: five 
times and quote it as being 2:0% 
when delivery was from above. The 
causes of death in decreasing order 
of incidence were hemorrhage, rupture 
of the lower uterine segment, sepsis 
and pneumonia. The fetal mortality 
rate when delivery was from below was 
19-2%, as against 5-1% in those cases 
in which Caesarean section was used. 
Finally, they stress the fact that 
patients suffering from bleeding in the 
last trimester of pregnancy should 
seek immediate advice from physicians 
prepared to handle this complication. 


Twin Pregnancy. 


A. Sapowsky (Monatsschrift fiir 
Geburtshiilfe und Gynidkologie, Num- 
bers 2 and 3, 1940) discusses the 
incidence and complications of twin 
pregnancies in Palestine. There were 
161 cases in 11,214 deliveries—an 
incidence of 1 in 69. This is higher 
than the usually accepted formula, 
and indicates that variations occur in 
different countries. Multiple preg- 
nancy tends to be associated with an 
increased risk of toxemia and a 
greater incidence of eclampsia. Prema- 
ture birth is also more likely to occur 
than in single deliveries; there is 
also an increased percentage of 
operative deliveries and of manual 
removals of the placenta. Maternal 
morbidity was also higher, while the 
stillbirths and neonatal deaths during 
the first week were higher than those 
associated with single deliveries. 


Toxzmia of Pregnancy. 


M. B. Srrauss (American Journal 
of Obstetrics and Gynecology, August, 
1939), in a paper read before the New 
York Obstetrical Society, discussed 
toxemia of pregnancy, its’ types, 
etiology and treatment. If a large 
group of patients is examined it will 
be found that 80% who are designated 
as toxemic are suffering from some 
preexisting renal or vascular disease 
and that 5% have had such a disease 
in an acute form. The remaining 
15% have no such demonstrable 
lesion before or after pregnancy, and 
it is to this group of conditions that 
the author would apply the term 
“water retention toxemia”. Water 
retention is dependent on many 
factors, but the author fails to see 
the necessity for dragging in the 
latest sex hormones to explain a 
phenomenon that can be produced at 
the will of the investigator. Sixteen 
grammes of sodium chloride were 





given to a series of patients in the 
last trimester of pregnancy. Their 
plasma osmotic pressure was known 
and a definite relationship in gain 
in weight to the plasma osmosis 
pressure is recorded on the chart. 
Patients who had a pressure in the 
vicinity of 170 millimetres of mercury 
increased their weight by 6%, whilst 
those with a high plasma protein con- 
tent manifested practically no gain. 
The reverse of this experiment was 
carried out and patients were deprived 
of sodium, and those who had a low 
plasma protein content lost even up 
to 9% of their weight; the method 
used to prevent salt intake was the 
adoption of a diet consisting of 1,500 
cubic centimetres of skimmed milk. 
A further experiment was carried out 
by the administration of salt to a 
series of patients who had a low 
plasma protein content. This resulted 
in significant gains in weight and 
in the occurrence of obvious edema, 
arterial hypertension, increasing 
albuminuria, and in three instances 
of such preeclamptic symptoms as 
headache, visual disturbance, vertigo 
and epigastric pain. When the 
retained water could be eliminated 
all these manifestations disappeared. 


Origin of Giant Cells in Decidua 
Serotina. 


K. pE SnNoo anp J. Stroink (Monats- 
schrift fiir Geburtshilfe und Gynd- 
kologie, August-September, 1939) 
describe their work regarding the 
origin of the giant cells seen in the 
decidua serotina of pregnancy. These 
cells have been considered to represent 
a chorionic invasion, but they are 
observed only after the trophoblast 
has lost any invasive power. They 
are found especially in the deeper 
layers adjacent to the uterine muscle 
and have no connexion with the 
trophoblast. In the opinion of the 
authors such cells represent a benign 
proliferation of tissue cells from the 
uterine muscle which have not been 
differentiated by the stimulation of 
pregnancy. They have also been noted 
in cases of endometriosis. 


Simultaneous Tubal and Ovarian 
Pregnancy. 


O. Bittman’ (Monatsschrift fiir 
Geburtshilfe und Gyndkologie, Num- 
ber 1, 1940) reports a rare case of 
simultaneous extrauterine tubal and 
ovarian pregnancy. Both pregnancies 
were found in the right tube and 
ovary and were completely separated 
from each other. The ovarian preg- 
nancy was embedded in the Graafian 
follicle, while the tubal pregnancy had 
its own corpus lutewm in the left 
ovary. Sections of the right ovary 
gave no evidence of follicles with 
two or more ova. The author con- 
siders that superfetation had occurred 
in this case. The conditions necessary 
for an ovarian pregnancy are discussed 
in detail. The case also illustrates 
external migration of the ovum from 
the left ovary. The pathological 
findings are reported in detail. 
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ANNUAL MEETING. 





THE annual meeting of the Tasmanian Branch of the 
British Medical Association was held at the Tasmanian 
Museum, Hobart, on February 24, 1940, Dr. W. P. Horman, 
the President, in the chair. 

An apology for non-attendance was received from Dr. 
A. W. Shugg, the President-Elect, who was unable to be 
present owing to illness. 


Report of the Council. 

The annual report of the Branch Council for the year 
1939 was read and adopted. The report is as follows. 

The membership of the Branch, which was 87 at the 
beginning of 1939, is now 81. Ten members have been 
transferred from other Branches, one has been elected, 
and eight have resumed membership by payment of an 
overdue subscription, while four have left the State, one 
has resigned, and 20 have lapsed through non-payment of 
the subscription for 1939. This unusual number of japses 
is due to the increased financial demands made on members 
in connexion with the National Health Emergency Fund. 

Nine general meetings of the Branch have been held, 
the average attendance being 12-9. 


Tue Britisn Mepicar 


| 





ASSOCIATION 
Statement of Receipts and Payments for the Year ended December 31, 1939. 


| of Messrs. Bayer-Pharma Limited. 


Papers have been read by Miss Ida Mann, Professor 
Cleland, Dr. Whishaw, Dr. Grove, Dr. J. B. Hamilton, 
Dr. D. Parker, and Dr. T. Giblin, and cases have been 
demonstrated by Dr. Whishaw, Dr. T. Butler, Dr. Williams, 
Dr. Crabbe and Dr. Brothers. Films illustrating eclampsia 
and Trichomonas vaginalis were shown by Dr. R. J. D. 
Turnbull, who also demonstrated insufflation and anes. 
thesia apparatus. A film on malaria was shown by courtesy 
A successful post- 
graduate course, arranged by the Northern Division, was 
held in Launceston in November, and the thanks of the 
Branch are due to the Tasmanian Branch of the Royal 
Australasian College of Surgeons for their invitation to 
members to attend the lectures given on the occasion of 
their annual meeting. 

Eight meetings of the Branch Council have been held, 
the attendances being as follows: 


Dr. Holman ......... 3 Dr. Freeman ....... 7 
ee 2 Dr. Crowther ....... 8 
De MD scssecses 4 sre 5 
EE ao a naawn ees 3 es, Bx ME tcusens 2 
ae 3 Dr. J. Walch ........ 8 
Dr. Clemons ........ 1 


The Branch was represented at the annual meeting of 
the Representative Body in Aberdeen by Professor Richard 
Berry. Dr. J. Rail Robertson has represented the Branch 
on the Federal National Health Insurance Committee, and 
the Contract Practice Committee. 


(TASMANIAN Brancu). 





! 


PAYMENTS. 

£ sd 
By Rent—Royal Society 10 0 0 
» Subscriptions to London .. . ie 2s 

» Australasian Medical Publishing ‘Company, 
Limited F 87 0 0 
» Northern Division 49 10 0 
» Federal Council , - 18 8 0 
» THE MeEpicaL JouRNAL oF Av STRALIA en 54 0 0 
» Southern Division & at de, ken 120 10 0 
» Dr. Tisdall .. a rae es 5 0 0 
» Murdoch, Cuthbert and Clarke a we ae 414 6 
» Dr. T. Gaha—Expenses .. i-,.a6 os 8 18 6 
» Petty Cash and Assts. Salary rarer, oe ff 
, Audit Fee—Adams and Bennetto .. .. .. . 2 
» Kodak Pty. Ltd. (films) .... .. .. .. 17 6 
» J. W. Bean—Refund of Fees .. .. .. .. 110 
» Bank Charges... .. nm ate Jeo 0 10 10 
» Balance i< se xe 46. ae ae oh 324 2 7 
£870 0 4 











RECEIPTS. 
& «a. @, 
To Balance as at January 1, 1939 573 19 10 
» Members’ Fees— 
1937— 1 at £1 Is. i a 
1988— 5 at £4 4s. .. .. .. 21 0 0 
off § 2. eee 440 
1939—58 at £4 4s. .. 243 12 0 
1939— 3 at £2 2s. 6 6 0 
Sundries ‘aor 029 
—— 276 5 9 
, Interest on Fixed Deposit, Hobart —— 
Bank .. ; 5 7 8 
. Interest Commonwealth Inscribed Stock 10 2 6 
» Interest on Debenture, Australasian Medical 
Publishing Company, Limited .. .. .. 44 7 
£870 0 4 
1940, January 1— 
To Balance at E. S. & A. Bank .. £324 2 7 
, Balance at Hobart a Bank 33 19 11 
» Cash in Hand . es 010 0 
£358 12 6 
Statement of Assets. 
S&S a ¢< 
Cash at Banks .. se 358 12 6 
Fixed Deposit, E. S. ‘& A. Bank yo 100 0 0 
Fixed Deposit, Hobart Savings Bank 150 0 0 
Commonwealth Inscribed Stock ° 300 0 0 
Australasian Medical — ‘Company, 
Limited—Debenture * 95 0 0 
Furniture at Library “ae ge 20 0 0 
£1,023 12 6 
Audited and found correct. 
Apams & BENNETTO, 
Chartered Accountants (Aust.), 
Auditors. 


| activity during the year under review, 


With the abandonment of the Commonwealth Govern- 
ment’s scheme for national health insurance the Branch 
has enjoyed comparative freedom from medico-political 
though several 
important problems have come under consideration in 
recent months. 

The Tasmanian Government has introduced an amend- 
ment to the Workers’ Compensation Act which provides 
for a schedule of fees payable for medical services under 
the Act. The Branch Council has carried on negotiations 
with the Underwriters’ Association with regard to the 
fees, and after considerable discussion a schedule has 
been drawn up which represents a compromise between 
the original views of the Council and those of the 
underwriters. 

The Branch Council has also had under consideration a 
scheme for providing compensation for loss of practice 
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Tue Britisn Mepicat Association (‘TASMANIAN BRANCH), No. 2 Account. 
NATIONAL HeattH EMERGENCY Fwunp. 
Statement of Receipts and Payments from February 1 to December 31, 1939. 
REcEIPTS. PAY MENTS. 
& a © & sas 4. 
To Balance ae ee 227 10 6 > Federal Council 150 0 0 
.» Members’ Contributions 246 0 0 . Ritchie and Parker ‘ . 34 17 11 
» Oe Crowther — Travelling Expenses and 
Lectures... . 60 18 0 
» Robertson—Travelling Expenses: ee 27 6 0 
, Bank Charges... , ; 010 0 
, Balance, E. S. & A. Bank 199 18 7 
£473 10 6 £473 10 6 
1940, January 1— 
To Balance, E. S. & A. Bank 199 18 7 
a a Avams & BENNETYO. ! 
Audited and found correct. Chartered Accountants (Aust.), 
Auditors. 








to those members who may be required to serve in the 
naval or military forces. This scheme is now ready to 
be submitted to members. Its actual introduction will 
depend on whether a sufficient number of members agree 
to participate. 

The Federal Council has submitted to the Branch a 
draft of the proposed new Federal Model Lodge Agree- 
ment. 
Hobart and Launceston with a view to forwarding their 
comments to the Federal Council. 


Financial Statement. 


The Honorary Treasurer’s financial statement for the 
year ended December 31, 1939, was received and adopted. 
The statement is published herewith. 

Several members spoke of those whose membership had 
lapsed through non-payment of the increased subscription 
for 1939, and it was resolved that the President and a 
member of the Council from the Northern Subdivision of 
the Branch should be asked to interview these practitioners 
and that the Council should report to the Branch at the 
earliest opportunity. 


Election of Office Bearers. 


Only the required nominations having been received, 
the following office bearers were declared elected for the 
ensuing twelve months: 

President-Elect: Dr. C. Craig. 

Vice-President: Dr. T. Giblin. 

Honorary Treasurer: Dr. W. Freeman. 

Honorary Secretary: Dr. J. H. B. Walch. 

Auditors: Messrs. Adams, Son and Bennetto. 

Only two nominations had been received for membership 
of the Council and three were required. Dr. G. M. W. 
Clemons and Dr. J. L. Grove were elected and the third 
position was declared vacant. 


Retiring President’s Address. 


In the absence of the incoming President, the chair at 
this stage was taken by Dr. T. Giblin, the Vice-President. 
Dr. W. P. Holman then delivered his President’s address 
(see page 573). A vote of thanks was accorded to Dr. 
Holman for his address. 





SCIENTIFIC. 





A MEETING of the Victorian Branch of the British Medical 
Association was held at Yallourn Hospital, Yallourn, at 
the invitation of the Gippsland Subdivision, on October 14, 
1939, Dr. F. L. Davies, the President, in the chair. The 
Meeting took the form of a series of clinical demonstrations. 


This draft has been considered by committees in | 


Tuberculous Disease of the Spine. 


Dr. J. M. ANprEw showed a man, aged fifty-nine 
years, whom he had previously presented at a meeting 
of the Victorian Branch held at Warragul on October 2, 
1937 (see THe MepicaL JouRNAL or AvustTRALIA, Volume I, 
1938, page 177). In 1932 the man had fallen 28 feet and 
was unable to work for a few days. A somewhat tender 
lesion of the tenth thoracic spine had been discovered. 
The history had been clouded by the presence of alcoholic 
gastritis and cirrhosis of the liver; but there had been 
at the previous meeting quite a lively discussion of the 
diagnosis. Opinions had been expressed in favour of the 
rarefying osteitis of Kiimmel, tuberculous disease of the 
spine and carcinoma or sarcoma of the spine. The patient 


| had been wearing a splint to reduce the pain, but had 


| good health; 


discarded it three days after the meeting at Warragul. 
He had become more temperate and had been able to do 
heavy manual work without disability. Dr. Andrew 
demonstrated from skiagrams that the lesion had become 
quiescent. 

Dr. C. H. Ossorn said that the history of the patient’s 
progress had altered his opinion of the diagnosis; in view 
of the facts brought forward by Dr. Andrew he thought 
the condition was a chronic low-grade infective one and 
probably tuberculous. It conformed to the type in old 
people with little destruction and a tendency to healing; 
the man had a stable back and was doing good work. 
From the skiagrams it could: be seen that the inter- 
vertebral disk had disappeared and, in the antero-posterior 
views, a swelling was evident on each side of the vertebra; 
those features were indicative of the tuberculous nature 
of the lesion. 

Dr. J. B. Corgvunoun said he too was glad to see the 
patient again. Time, the great diagnostician, had plumped 
in favour of tuberculosis. Tuberculosis arising from bone 
in elderly patients might, on the one hand, be virulent, 
causing gross destruction and perhaps meningitis and death, 
or, on the other hand, might follow a course similar to that 
of the present example. He recalled the case of a man who 
had been examined in routine fashion when in apparent 
it had been found that he had a mass of 
calcified tissue replacing three lost vertebral bodies; he 
had worked for many years as a carpenter and felt per- 
fectly able to undertake the work required in the job for 
which he was an applicant. 


Spinal Trauma. 

Dr. Andrew then showed a male patient, aged thirty 
years, who, in March, 1935, had been crushed by a fall 
of earth and had been unable to work for a week. No 
spinal injury had been suspected at that time, but the 
man had reported to Dr. Andrew in August, 1938, com- 
plaining of pain in the distribution of the seventh left 
thoracic nerve, along with numbness and tingling. Dr. 
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Andrew had found an angulation present in the region 
of the fifth and sixth thoracic vertebral bodies and had 
treated the patient on a fracture bed and then in a 
plaster splint for five months and then by another splint 
which he had worn until August, 1939. Dr. Hallam had 
carried out a radiographic examination in September, 1939, 
and had reported complete resolution of the injury. The 
man had had paresthesia, numbness and loss of control 
in both legs; the leg signs were difficult to explain, 
as there had not been any interference with micturition 
or defecation; the reflexes were exaggerated and the 
patient seemed to be very fond of the retentive apparatus 
he was still wearing at times. 


Dr. H. F. Maupstey said that there were points of great 
interest from the aspect of the development of traumatic 
neurosis on a definite organic basis. He had often been 
asked to see patients with injuries in the spinal region 
(confirmed radiographically), who, after a course of time, 
seemed to exaggerate their symptoms. He thought that 
the patient under discussion had a large functional halo, 
for he could flex his back far more easily than would 
appear on superficial examination. Dr. Maudsley suggested 
that Dr. Andrew should try to reeducate him to a normal 
posture and enable him to be independent of the splint. 

Dr. Maudsley added that patients like the one under 
discussion could be persuaded back to normal work. He 
quoted as an instance the case of a wharf labourer who 
had fractured a vertebral spine, and pointed out the 
importance of overriding the influence of compensation 
payments. 


Dr. Andrew agreed that there was a large functional 
element in the case, and said that in the past the patient 
had consulted him about an eye condition which had 
turned out to be functional; he was inclined to fear that 
something else would happen to him. 

Dr. Andrew stated that the patient was working in a 
light job and if he gave it up for compensation he would 
be the loser financially. Dr. Andrew had for several 
months advised against the withdrawal of work and the 
restoration of compensation, because he felt that the 
patient would be able ultimately to return to his proper 
employment as an electric fitter. 


Dr. J. B. Corqunoun drew attention to the futility of 
the type of mechanical apparatus the patient was wearing. 
He said that to immobilize the upper part of the spine 
was impossible unless the apparatus was fixed on the 
pelvis; the effect was to sink into an exaggerated posture, 
which, as in the present case, was likely to become 
habitual; the brace should be anchored to the pelvis and 
perineal straps should be applied. 


Dr. C. J. O. Brown advocated the restoration of muscle 
tone rather than fixation, and said that had that course 
been adopted when the disability came under notice 
two years after the injury it would, in his opinion, have 
been better treatment. He advised a course of physical 
exercises designed to remove the low shoulder and lordosis 
earlier in such a case, but thought that even at the stage 
existing at the time of the meeting a course of properly 
controlled exercises and manipulative movement super- 
vised by a trained masseuse was indicated; such a 
course would consist of active exercises and passive 
stretching, and in skilled hands it could be expected that 
even a man of the type to which Dr: Andrew’s patient 
belonged would cooperate heartily. 


Dr. Jonn Kennepy said that prolonged fixation could 
be expected to result in a posture from which it took a 
very long time to recover; even after gross injury to the 
spine the patients could be quite well within nine months. 
He believed that fixation had been maintained for too 
long a period by orthodox surgeons who undertook treat- 
ment of injuries about the bones, joints and spines; 
latterly, at the Alfred Hospital, they had been shortening 
the fixation time and advising manipulation by masseuses 
in the way that Dr. Brown had mentioned. Dr. Kennedy 
was convinced that the security of compensation affected 
the patients mentally until conclusion of the claims was 
attained. 





Dr. BryaN KEOoN-COHEN said that there were advantages 
in maintaining mobility in splints. After a plaster jacket 
had been well applied, back-lifting and hyperextensive 
exercises could be commenced while the patient was still 
wearing splints; if those exercises were carried out dili- 
gently each day the patient became used to the movements, 
and when the time came to remove the plaster jacket full 
function could be restored much more rapidly. 


Dr. A. E. Coates drew attention to the diminution or 
absence of the left superficial abdominal reflex and to the 
fact that the patient had had pain and paresthesia. He 
considered that Dr. Andrew was quite justified in taking 
a conservative view; had he not done so it would have 
been unfortunate for him if it were discovered later that 
there was a progressive neurological disturbance. It 
might still be wise to adopt precautionary measures and 
to keep the patient under observation. 


Dr. NoRMAN ALBISTON said that the patient was an intro- 
verted sort of fellow; he had been very attached to his 
mother, who had died; in many ways his behaviour was 
peculiar; he read a great deal and was fond of his splint. 
Dr. Albiston then referred to the Freudian interpretation 
of the problem as a mother fixation phenomenon. He 
enjoyed being inside the splint, which represented to him 
a return to safety in the mother’s womb. If that view 
was acceptable the indicated treatment would be to push 
him out of the splint. 

Dr. Andrew expressed his appreciation of the value of 
the points raised in the discussion, and indicated his 
intention to follow the advice of Dr. Coates by adopting 
a conservative attitude. In conclusion he commented on 
the extraordinary insight into the character of the patient 
which had been shown by Dr. Albiston. 


Multiple Metastases in Bones. 


Dr. C. E. Witting showed a female patient, aged 
fifty-six years, who had been under his care since 
July, 1939. She had a painful swelling over the left 


parieto-occipital region, which she had noticed first in 
the preceding March. Twelve years earlier she had had 
hemoptysis, though no evidence was established of tuber- 
culous infection. She was a frequent sufferer from 
bronchial asthma. In 1934 she had been treated for 
pernicious anemia. Dr. Willing said that recent blood 
examinations had been made and that she was no longer 
anemic; the blood serum had been tested and had not 
yielded the Wassermann reaction. He was able to demon- 
strate from skiagrams that there was a large circumscribed 
area of rarefaction in the left parieto-occipital region 
and there were similar smaller areas of destruction 
scattered about the rest of the skull; in addition, a small 
nodule was present towards the upper end of the left 
femur. Radiographic investigation of the chest and 
of the digestive system had failed to show any abnormal 
appearances. The uterus was freely movable and definitely 
enlarged, and the cervix was lacerated; but there was no 
evidence of any primary focus of infection in the breast 
or elsewhere. X ray therapy had been undertaken by 
Dr. O’Sullivan, of Melbourne. Dr. Willing expressed the 
belief that metastasis had occurred; he said that there 
must be a primary focus somewhere, perhaps in the breast. 


Dr. Bryan Keon-ConHen remarked that even a small 
bronchogenic carcinoma might produce very large 
secondary deposits. 

Dr. G. A. Pentneton said that he would like to support 
Dr. Keon-Cohen’s suggestion because he was not absolutely 
satisfied with the X ray films of the lungs. He remembered 
that he had fractured a lady’s pelvis in carrying out very 
gently the movement of hyperextension at the hip; in 
that case the pelvis had been riddled with secondary 
deposits arising from a minute carcinoma of a bronchus. 


Dr. JounN KenNeEpDY drew attention to possible primary 
sources in the thyreoid or suprarenal gland. 


Dr. J. B. Corqunoun said that there were areas of osteo- 
porosis, some of which were very circumscribed, and that 
the Christian-Schiiller syndrome had to be considered in 
the differential diagnosis. He observed that if the large 
tumour in the parietal area was excluded, the lesions 
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were very clearly localized and definitely calcified; he 
thought it was rare to have those skeletal appearances in 
carcinoma. He suggested that no harm would be done 
by obtaining a biopsy specimen from the large parietal 
lesion; accuracy in diagnosis might have an important 
bearing on success in treatment, and if the condition was 
found to be highly malignant, opening into the tumour 
would not make any material difference to the prognosis. 


Dr. KetrH Hatztam said that he had taken part in a 
free discussion over the films that had been presented. 
He felt convinced that the condition was carcinomatous 
and it was quite possibly secondary to a bronchogenic 
carcinoma. He added that the radiographic appearances 
were definitely not those of the “map-skull” of the 
Christian-Schiiller disease that occurred in children and 
young adults. 

Dr. C. J. O. Brown expressed disagreement with Dr. 
Colquhoun’s view about the harmlessness of cutting a 
section; malignant disease of bone was limited by the 
periosteum; if the surgeon cut through the periosteum the 
tumour would fungate openly and make the patient’s 
end much less pleasant; if a biopsy specimen was wanted 
it would be better to excise completely one of the smaller 
isolated nodules. 


Dr. BryAN Keon-Conen said that he had been present 
at a discussion between Brailsford and Platt. Brailsford 
had endeavoured to prove that the radiological diagnosis 
was sufficient as an indication for treatment; Platt had 
quoted instances of mistakes that had been made, and he 
had maintained that biopsy was necessary for accuracy in 
diagnosis. As an instance of the practical importance of 
the problem, in a case that had come under Dr. Keon- 
Cohen’s notice, a femur would have been disarticulated 
at the hip on the basis of the radiological diagnosis, but 
a biopsy specimen had been examined and the equivocal 
report of “chronic inflammatory changes” had been made; 
three years later that patient was living and the condition 
had settled down. Dr. Keon-Cohen added that patients 
with malignant disease of bone were doomed within 
twelve months and it would be a tragedy to amputate a 
limb unnecessarily. 


Splenic Anzmia. 


Dr. Willing also showed a girl, aged twelve years, who 
had been quite well until two years before the meeting, 
when she had vomited a large quantity of dark red blood. 
Frequent paroxysms of epistaxis had followed, and in 
July, 1939, hematemesis had occurred on six occasions. 
It was found that she had enlargement of the spleen and 
of the liver. There was no response to the direct and a 
very faint reaction to the indirect Van den Bergh test. 
The reactions to tests for urobilin in the urine and for 
blood in the feces were strongly positive. The hemoglobin 
value was estimated at 26%; the red blood cells numbered 
1,500,000 and the white cells 3,500 per cubic millimetre of 
blood. Examination of the blood films and differential 
counts of leucocytes had been made; but. no significant 
changes had been detected. The fragility of the red cells 
of the blood appeared to be within normal limits. No 
growth had been obtained on attempted culture of 
organisms from the blood. The serum had failed to 
yield the Wassermann reaction. A radiological investiga- 
tion of the esophagus and stomach had been made without 
any abnormal findings. 

Dr. Willing said that transfusion of blood had been 
carried out three times and the patient’s health had 
improved considerably, the hemoglobin value reaching 
62%. He regarded the condition as splenic anemia and 
would like to hear expressions of opinion as to whether 
the spleen should be removed. 


Dr. H. Boyp GRAHAM said that on the evidence available 
he agreed with the diagnosis that had been made by Dr. 
Willing, and that the question of the removal of the 
spleen in splenic anemia was a vexed one. He stated 
that splenectomy was of the greatest value in familial 


hemolytic splenomegaly, but that in splenic anemia | 
clinical practice and theory were not at present consistent | 





at the Children’s Hospital when he stated that it was the 
rule to advise splenectomy in splenic anemia on clinical 
grounds; the procedure prolonged life and the patients 
improved in health; but unfortunately, practically without 
exception, sooner or later, and within a few years, the 
patients died, usually after hematemesis. On theoretical 
grounds the operation was not indicated because of the 
accompanying cirrhosis of the liver. Dr. Reginald Webster, 
in his inimitable manner, had frequently commented that 
the surgeons appeared to have removed the wrong organ. 
Nevertheless the reply to Dr. Willing’s inquiry about the 
advisability of splenectomy was that in the state of 
present knowledge the spleen should be removed in the case 
under discussion. 

Dr. A. E. Coates said that it was customary to remove 
the spleen in splenic anemia at the Royal Melbourne 
Hospital. The surgeons had not been able to satisfy them- 
selves theoretically that the procedure was a good one; 
but from the practical point of view the patients 
seemed to derive benefit. He added that the physicians 
asked the surgeons to do the operation, and, in fact, 
he had done one in the past week. Dr. Coates then 
referred to a valuable point in the technique; the splenic 
artery should be ligated by opening through the lesser 
sac as a preliminary when the spleen was very large; 
a definite diminution in the size of the spleen followed, 
and the organ could be handled with less risk of tearing. 
He expressed the opinion that preliminary irradiation 
led to the formation of adhesions that might be vascular; 
the operation was rendered more difficult thereby. He also 
said that the term “ligation of the pedicle’ was not a 
good one. Venous bleeding was the only trouble once a 
preliminary ligature had been applied to the splenic artery. 


Dr. J. B. Cotqunoun endorsed what Dr. Boyd Graham 
had said about the position at the Children’s Hospital, 
and added that the surgeons were inclined to resist 
having to do splenectomy in that condition unless pressure 
was applied by the physician in charge of the case. It 
had become the practice to take a small piece of liver for 
microscopic study, and the changes demonstrable in the 
liver provided a sound argument against removal of the 
spleen. He quoted some of the details of the history of a 
girl, aged twelve years, from whom the spleen had been 
removed for splenic anemia; the post-operative course 
had been uneventful and all had gone well for eight or 
ten months; then she had developed an infection in the 
neck and had died within forty-eight hours. He thought 
that by removal of the spleen some anti-infective factor 
was also removed. 


Dr. F. Kinestey Norris said that he thought the spleen 
should be removed; nothing did any good when the severe 
hemorrhages occurred; removal of the spleen seemed to 
break the course of the condition and the patients lasted 
longer after it; but splenectomy would not make any 
change in the ultimate prognosis. He added that adhesions 
were not seen to any extent in younger subjects but tended 
to develop with the passage of time; that was an added 
reason for removing the spleen at an early stage. 

Dr. G. A. PENINGTON expressed the opinion that further 
tests of the fragility of the red cells should be carried out; 
it was unusual in splenic anemia for urobilin to be 
present when the Van den Bergh reaction was so slight. 
He also suggested the wisdom of making platelet counts, as 
thrombocytopenia was definitely a hepato-lienal syndrome. 
He added that removal of the spleen decreased the likeli- 
hood of serious hematemesis on account of the ligation 
of blood vessels; the stopping of loss of blood might help 
to prolong life. 

Dr. C. J. O. Brown referred to the occasional case in 
which it was found impossible or very dangerous to 
attempt to remove the spleen. In those circumstances it 
was advisable to ligate the splenic artery and not to do 
anything more. He knew of one surgeon who had for 
years made the ligation of the splenic artery alone his 
routine procedure in splenic anemia. 


Compound Fracture of the Humerus. 
Dr. J. M. ANDREW showed a man, aged thirty-five years, 


with each other. He felt he could speak for his colleagues | who had sustained a compound fracture of the right humerus 
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in a motor car accident in February, 1938; the car had 
turned over while the arm was outside the door, and the 
upper fragment of the bone had penetrated through the 
brachialis musc'e, doing tremendous damage to the soft 
tissues. Dr. Andrew said that it was obvious within 
forty-eight hours that the circulation of blood in the 
forearm was interfered with seriously; but there was 
not any nerve injury. He had put a wire through the 
olecranon process to obtain extension and had applied a 
plaster and an aeroplane splint. This had led to improve- 
ment in the circulation. Six months after the injury no 
union had occurred in the fracture and he had freshened 
the ends, wired them together and applied another plaster 
support. By February, 1939, there was no apparent union, 
and Dr. Fitzpatrick had advised bone grafting; but that 
advice had not been followed. Dr. Andrew demonstrated 
that at the time of the meeting there was good union of 
the fractured bone; but scar tissue was limiting the 
movement at the elbow; pronation was only moderately 
good and supination was poor. Dr. Andrew said that the 
problem was to get a bigger range of movement, because 
the patient was a hired-car driver and was not allowed to 
drive with that degree of disability. 


Cerebro-Spinal Meningitis. 


Dr. Andrew also showed a child, aged two years and 
three months, who had been recently under treatment 
for cerebro-spinal fever. Dr. Andrew said that early in 
September the child had had measles, and shortly after- 
wards the temperature had become elevated and the 
respiration rapid. Pneumonia had been suspected; but 
examination of the thorax had revealed no abnormality. 
It had been observed that the child cried when the head 
was turned. Soon the child had become stuporose and 
had a subnormal temperature and a pulse rate of 90 per 
minute; it had been found that the neck was stiff, and 
Kernig’s sign had been elicited on both sides and an 
internal strabismus had been detected. Lumbar puncture 
had been performed, releasing milky cerebro-spinal fluid. 
In microscopic slide preparations of the deposit Gram- 
negative diplococci had been seen inside and outside the 
phagocytes. Treatment had consisted of the administra- 
tion of “M & B 693”. Four tablets (two grammes) had 
been given as an initial dose, followed by one gramme 
every four hours for twenty-four hours and then half a 
gramme every four hours for one day, and the amount had 
been gradually reduced to one gramme per day. 

Dr. Andrew commented on the amazing rapidity of 
response to the treatment; after one day the child ate 
normally and had lost all signs of stupor and drowsiness; 
in three days the neck rigidity and the Kernig’s reaction 
had disappeared; and soon the child had become apparently 
well. The day of the meeting was the ninth day of 
illness and the temperature had not been above normal 
after the first day. The new form of treatment might 
make it practicable to undertake the care of that con- 
dition in an open hospital. He added that there was a 
possibility of after-effects; but the prognosis seemed to be 


very good. 


Rheumatic Fever. 


Dr. Andrew showed a patient, aged twenty-three years, 
who had had rheumatic fever originally fourteen years 
earlier. Recovery after five months in bed was regarded 
at the time as satisfactory because no evidences of heart 
involvement had been detected. Two years later, how- 
ever, during a second attack, a soft apical systolic murmur 
was audible and the heart was slightly dilated. The 
tonsils were removed in 1928. Early in June, 1939, the 
patient had acute infective arthritis with moderate rise 
in temperature and no response to salicylate therapy. 
The temperature ran an intermittent course until in 
August, suddenly, acute dilatation of the heart occurred 
and the patient collapsed in a room full of cigarette 
smoke. The pulse rate was approximately 160 per minute, 
and the maximal impulse of the apex of the heart was 
19 centimetres outside the mid-sternal line; the right 
cardiac dulness extended to two fingers’ breadth beyond 
the sternal margin. Dr. Andrew said that the patient 








had been admitted to hospital, and early in September, 
quite suddenly, another attack of acute dilatation of the 
heart occurred. The rate of the heart beat had 
returned to normal within some hours, but not suddenly, 
though the onset had been dramatic. He commented on 
the peculiar nature of the infection and the way the 
patient’s heart had behaved. Before the present illness 
the patient had been able to play football and take part in 
wrestling bouts with impunity and without disability. 

Dr. F. L. Davies expressed regret to Dr. Andrew that 
time did not permit of further discussion of the interesting 
cases that had been presented. 





MEDICO-POLITICAL. 





Tue following statement has been received from Dr. 
Alex. Marks, Chairman of Trustees of the Queensland 
Branch scheme for assistance to members on active service. 


Following the report that was issued by the Honorary 
Secretary on January 9 last, advising the launching in the 
metropolitan area of the scheme for assistance to members 
going overseas and others who are required to neglect 
their practices entirely for lengthy periods, it is reported 
by the Trustees that the scheme appears to be working 
very satisfactorily. 

To date seven members who have been mobilized have 
been financially assisted for the months of January, 
February, March and April. To cover the costs of these 
commitments together with the monthly costs of manage- 
ment and the original expenses of inauguration of the 
scheme, members were assessed for the month of January 
on the basis of 25% on their “leviable income”, with a 
maximum of £4 3s. 4d.; and since then the assessments 
have been 1:5% for February, 2% for March, and 15% 
for April. Future rates of assessment must depend on 
the number of members who may from time to time 
become eligible for assistance. 

At the present time 136 members of the Branch have 
joined the scheme, and in addition there are five members 
who, while not prepared to be bound by the agreement, 
have made voluntary contributions to the funds and have 
expressed a willingness to continue such contributions. It 
is still open for further members to join—the greater the 
number, the less the commitment of each. 

The Trustees have been especially gratified by the 
promptness with which the great majority of the members 
of the scheme have paid their commitments. This has 
enabled the Trustees, without difficulty, to make payments 
to beneficiaries each month well within the time intended 
by the scheme. 





Wedical Societies. 





MELBOURNE PAEDIATRIC SOCIETY. 





A MEETING of the Melbourne Pediatric Society was held 
at the Children’s Hospital, Carlton, Melbourne, on 
November 8, 1939, Dr. D. O. Brown, the President, in the 
chair. 


Congenital Dislocation of the Hip in Infancy. 


Dr. J. B. Cotrquuoun discussed the advantages to be 
gained and the methods to be adopted in_ the 
ascertainment and management of congenital dislocation 
of the hip in infancy. He described the way in 
which Putti, of Bologna, the illustrious head of 
the Istituto Ortopedico Rizzoli, had, since 1921, been 
undertaking treatment of the condition in infancy. In 
1932, in London, Putti had described his results in 4 
series of 119 cases, and lately Dr. Colquhoun had heard 
that the numbers had mounted to 400 cases. Hitherto it 
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had been difficult to keep the patients in splints when they 
were only a few months of age, because they were not 
house-trained and the plaster casts became soiled, soft 
and smelly. But Putti had demonstrated successfully that 
if the condition was diagnosed in infancy much better 
results could be obtained without the use of anesthesia or 
plaster splints; he used a simple apparatus, consisting of 
a triangular leather pad holding the legs in abduction, and 
the abduction could be increased by the addition of extra 
compartments to the triangular pad. Later he had devised 
a metal splint to ensure abduction of both limbs during 
treatment. Dr. Colquhoun said that he had adopted the 
method since 1935, in which year he had embarked on the 
treatment of a child aged three months; after seven 
months the dislocation of the hip was reduced and the 
legs were parallel; the child had walked at thirteen 
months, and soon the limp had disappeared. In 1936 he 
had had another similar patient, and one also in 1937, two 
in 1938, and three more in 1939. He was satisfied that if 
more cases were diagnosed in early infancy, the results 
of treatment would be improved. Putti had stated that by 
the older methods, even in the hands of the elect, good 
results were obtained in only 50% of unilateral and 43% 
of bilateral dislocations. The results in Germany and in 
the United States of America were comparable; it was 
held that 60% of unilateral cases and 50% of bilateral 
eases were quite satisfactory. With his abduction treat- 
ment Putti was able to claim 95% of good results in all 
cases, which was a very big step forward; the condition 
could be diagnosed early and treated with better prospects 
of success. In northern Italy congenital dislocation of the 
hip was particularly common, and it had become customary 
for new-born babies to be examined radiographically on 
the chance that the anomaly might be found. 

Dr. Colquhoun described certain clinical signs which 
should be sought for and which would lead to the early 
discovery of fresh cases. (i) Asymmetry of one or both 
legs might be noticed by the mother. (ii) The baby 
might not move one leg so much as the other; it might 
be the undislocated leg which was kept abducted on 
account of the tendency to adduction of the leg on the 
affected side. (iii) In bilateral cases the broader pelvis 
made the male child appear more female in type than 
was normal. (iv) Accessory genito-crural folds appeared 
between the perineum and the knee; the number of folds 
might be increased on one or both sides. (v) If both 
hips were flexed to a right angle and bth knees to a 
right angle, the knee on the dislocated side would be at a 
lower level than the other knee (Souttar’s sign). (vi) 
Frequently children with congenital anomalies elsewhere 
had congenital dislocation of the hip; the presence of 
= anomaly warranted radiographic investigation of the 
pelvis. 

Dr. Colquhoun then went on to describe the diagnosis 
from the skiagrams by means of Perkin’s lines. He said 
that normally the line would cut the metaphysis of the 
femur, but in dislocation the metaphysis was lateral and 
proximal, lying outside Perkin’s line. He also mentioned 
that Putti had emphasized the value of the fact that on 
the dislocated side the acetabular roof was more oblique 
and the usual hood or shelf was missing. 

Dr. Colquhoun then showed three little children in 
various stages of treatment, and demonstrated from a 
series of skiagrams the progress they had made and the 
surprisingly short time it took to attain good results. 
He said that he had been able to improve on Putti’s 
triangular pad, and showed the retentive apparatus he 
had designed. It consisted of a corset and leather attach- 
ment on each leg, joined by a telescopic quadrant of metal, 


by means of which abduction could be applied until the | 


limbs were held at right angles to the normal position or 
even beyond that point to a position resembling that of 
the wings of a Douglas aeroplane. He said that the 
children could wriggle around in the apparatus and that 
the diaper could be applied to a baby as an ordinary 
square. He mentioned that it was more difficult to abduct 
a hip that was dislocated. He concluded his demonstra- 
tion by asking his colleagues to look for examples of the 
anomaly among young babies in the out-patient depart- 
ment at the hospital; the results of treatment at the 





hospital had been scrutinized and were no better than 
Putti and the American authorities would expect. 


Dr. G. RALEIGH WEIGALL asked the permission of the 
Chairman to show some skiagrams. He demonstrated from 
them certain points of interest in a case of congenital 
dislocation of the hip in infancy. He said that the baby 
had been born after breech presentation with extended 
legs, and that twenty-five minutes had elapsed between 
the delivery of the buttocks and that of the head and 
shoulders. The baby had been revived with difficulty, 
and as it was known that a clavicle had been fractured, 
skiagrams were prepared in a search for other injuries. 
Dr. Colin Macdonald had diagnosed the presence of 
bilateral congenital dislocation of the hip from the 
skiagrams. When the baby was two weeks old Dr. H. C. 
Colville had manipulated the heads into position under 
general anesthesia and had applied a plaster mould; the 
sanitary difficulties had been overcome ably by the mother, 
and the plaster had lasted for over one month and had 
then been replaced by another. The last plaster was put 
on under general anesthesia; Dr. Colville had succeeded 
in getting the heads of the bones into proper position 
again, and that fact had been confirmed radiographically. 


Dr. Weigall remarked that the case was of interest 
especially from the point of view of the etiological impor- 
tance of such factors as the presentation and the long 
period of forceful traction on the pelvis during delivery. 
It had made him wonder whether the condition was a 
developmental anomaly or was due to trauma. He would 
like to know whether, conceding that congenital disloca- 
tion of the hip occurred relatively more frequently’ in 
association with breech presentation than with other 
presentations, any information was available as to its 
relative occurrence in breech presentations usually known 
as the footling type, on the one hand, without forcible 
abduction or rotation, and, on the other hand, in the 
type in which the legs were extended; in this type the 
strain on the pelvis was great before and during delivery. 


Dr. W. Kent Hucues expressed his delight at the demon- 
stration given by Dr. Colquhoun. He said that he was 
glad that Dr. Colquhoun had emphasized the importance 
of minimizing the use of force. He recalled that, some 
thirty years earlier, one of his colleagues, while adopting 
the so-called “bloodless reduction” method, had broken the 
femur in one case and ruptured the femoral vein in 
another. Experiences of that kind had led Dr. Kent Hughes 
to try tenotomy of the abductor and hamstring tendons; 
but one of those procedures had been disastrous. Great 
improvement had resulted from the adoption of the 
method of gradual reduction, in which the legs were 
abducted as far as possible serially. On each occasion 
it was found that the tendons were stretched a little 
further, until ultimately reduction of the dislocation was 
effected; the position attained each time was retained by 
fixation in a plaster cast. Dr. Kent Hughes added that, 
apart from extraneous trauma, the use of force was also 
apt to damage the head of the femur. A few months 
before the meeting he had seen a woman who, in 1915, 
had had a dislocation of one of her hips reduced by him; 
he had found that the head of the femur was “mush- 
roomed”. From his experience of seeing patients as long 
as twenty and thirty years after reduction, it was 
unquestionable that force should be eliminated. Dr. Kent 
Hughes concluded his remarks by referring to the routine 
practice of Dr. Hanslow, of Oslo, who made his patients 
who had had hip dislocations do “the splits” daily for 
years. 

Dr. Witrrep Forster also congratulated Dr. Colquhoun 
on the merit of his demonstration, and stated that he had 
undertaken the treatment of congenital dislocation of the 
hip in infancy on three occasions; in each case the 
mother had practically made the diagnosis by informing 
him that the baby moved one leg much less than the 
other. He had been impressed with the value of the 
presence of an unequal number of creases on the inside 
of the thighs as an aid in diagnosis; there were usually 
more creases on the dislocated side. Dr. Forster then 
stated that for small children the abduction splint had 
proved very satisfactory, but that gradual reduction in a 
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series of plaster moulds led to progressive decalcification 
of the head, neck and shaft of the femur, and to resultant 
danger of their being fractured when manipulated. He 
was convinced that very early weight-bearing helped the 
bone to become well calcified, the epiphyses to appear 
more quickly, and the head to be pushed into position. 
He commented on the special difficulty in management 
arising from the state of affairs described by Dr. Weigall, 
in which it was easy for the head to be placed in position 
and easy for it to come out of position again if not 
retained firmly in a plaster cast or when the plaster cast 
was removed. He added that the particular abduction 
splint used by Dr. Colquhoun had been adopted by him 
and his colleagues, but its use had caused anxiety at 
times; the thighs came further forward than the trans- 
verse plane of the body, providing the risk of posterior 
dislocation. 


Dr. D. O. Brown said that Putti had done a great service 
in drawing attention to the advantages of early diagnosis 
end treatment, and that they were all grateful to Dr. 
Colquhoun for what he had done locally to apply those 
advances in the management of congenital dislocation of 
the hip. It was interesting to note that cases were found 
in infancy when a search for them was diligently made. 
Dr. Brown drew attention to a test which had not been 
mentioned and which he considered was the quickest and 
easiest by which the diagnose the anomaly; in handling 
the baby’s legs circumduction at the hips was carried out, 
and when the anomaly was present the examiner found 
that he could flex and rotate and abduct the hip, but 
the knee would not come down onto the table. Dr. Brown 
said that he was not sure that an upset in the development 
of the head was due only to force; even after easy 
manipulation the shape of the head might appear abnormal 
in a skiagram; the heads that went in too easily were 
among the worst to deal with, and later the operative 
formation of a shelf might have to be undertaken to 
retain the head in the acetabulum. Dr. Brown pointed 
out that it should, however, be remembered that he was 
referring to the case of a young baby, and in those circum- 
stances the head should go into position easily. He agreed 
with what Dr. Forster had said about the abduction 
splint; it allowed of too much flexion and some addition 
to it was needed to keep the legs in full extension at the 
hip joints. 


Dr. Colquhoun, in reply, took the opportunity to say 
how much he appreciated the help in diagnosis which had 
been given to him by Dr. Colin Macdonald and Dr. Alice 
Villiers, and he also acknowledged the assistance he had 
had in many ways from Dr. Edith McComas. He was 
ready to admit that the abduction splint had faults; one 
of them had been mentioned by Dr. Forster and Dr. 
Brown. A child, aged over eight months, was able to sit 
up while the splint was in position; but for the very 
young ones he had found the splint adequate. He offered 
the suggestion that they might get over the difficulty by 
combining the splint with a Bradford frame for the 
older patients. He mentioned that Dr. Forestier Brown, 
of Bath, had designed a right-angular splint applied to 
the side of the body and down the legs, and that that was 
the one which was fashionable and favoured at the present 
time in England. He emphasized the importance he placed 
on attempting to keep the affected leg internally rotated. 
He was glad to receive support from Dr. Kent Hughes in 
the advocacy of the elimination of force in the reduction 
of the hips. He had noted that in a case in which 
treatment was started at three months of age fragmenta- 
tion and flattening of the head were apparent in the 
skiagrams; he considered that the pull of muscles might 
be a factor. Dr. Colquhoun thought that tenotomy was 
no longer necessary in reduction of congenital dislocation 
of the hip, because Denucé’s method of reduction was 
employed. 

Dr. Colquhoun, in reply to Dr. Weigall, repeated that 
in Putti’s method anesthesia was not necessary and that 
anesthesia was dangerous to a certain extent, particularly 
for small infants. He had no information for Dr. Weigall 
about the relative occurrence of dislocation in the varieties 
of breech presentation; though it occurred more commonly 





in breech presentation, three out of the four patients he 
had shown that night were born by cephalic presentation. 
In conclusion, Dr. Colquhoun said that skiagraphy of the 
pelvis of new-born babies was frequently desirable. 


(To be continued.) 
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EXAMINATION FOR MEMBERSHIP. 





Tue following candidates were successful at the examina. 
tion for Membership of the Royal Australasian College of 
Physicians and were admitted as Members on April 5, 
1940: 

Dr. C. R. B. Blackburn, Dr. J. F. C. C. Cobley, Dr. A. D. 
Gillies, Dr. M. Jeffers and Dr. G. C. Middleton, of New 
South Wales. 

Dr. C. B. Berryman, Dr. R. M. Biggins, Dr. J. H. 
Colebatch, Dr. K. McK. Doig, Dr. Janet L. Greig, Dr. J. A. 
McLean, Dr. H. W. F. Mitchell, Dr. Edward Rosanove, 
Dr. T. H. Steel and Dr. A. G. R. Uglow, of Victoria. 

Dr. R. T. Binns, Dr. J. G. Sleeman, Dr. H. M. Southwood 
and Dr. G. R. West, of South Australia. 

Dr. C. R. D. Brothers, of Tasmania. 

Dr. J. E. McGlashan, of Western Australia. 





Post-@raduate Tork. 





THE MELBOURNE PERMANENT POST-GRADUATE 
COMMITTEE. 





Provipep there are a suitable number of applicants, a 
series of twenty-four clinical demonstrations will be con- 
ducted by the Melbourne Permanent Post-Graduate Com- 
mittee in preparation for the second part of the examina- 
tion for the degree of Master of Surgery. 

A similar course of twenty-four lecture-demonstrations 
will be arranged in preparation for the second part of the 
examination for the degree of Doctor of Medicine. These 
demonstrations would also be suitable in preparation for 
the examination for Membership of the Royal Australasian 
College of Physicians. 

The demonstrations will be held twice weekly, com- 
mencing during the second week in May. All those 
desiring to participate are asked to communicate with 
the Honorary Secretary, 33, Collins Street, Melbourne, 
as soon as possible. The fee for each course will be 
ten guineas. 





Correspondence. 





BIOGRAPHY OF HARVEY CUSHING. 





Sir: Mrs. Cushing has requested me to prepare 4 
biography of her husband and I should be most grateful 
to anyone who wishes to make letters, anecdotes or other 
memorabilia available. 

Copies of all letters, no matter how brief, are desired, 
and if dates are omitted it is hoped that, when possible, 
these may be supplied (e.g., from the postmark). If 
original letters er other documents are submitted, they 
will be copied and returned promptly. 





> 4 


ra- nD ns fe oe OO 


its he 
ation. 
yf the 


mina- 
ge of 
ril 5, 


New 


TE 


ts, a 


Com- 
nina- 


tions 
f the 
"hese 
1 for 
asian 


com- 
those 
with 
urne, 
ll be 


re a 
teful 
yther 


ired, 
sible, 


they 





Aprit 27, 1940. 


THE MEDICAL JOURNAL OF AUSTRALIA. 607 





A new medical library building is being erected at the 
Yale University School of Medicine, in which Dr. Cushing’s 
library and collections, including his letters, diaries and 
manuscripts will be placed. Any of his friends who wish, 
now or later, to present correspondence, photographs or 
other memorabilia for permanent preservation among the 
Cushing papers will receive the appreciative thanks of 
the university. 

Yours, etce., 
Joun F. Futon, M.D. 


Yale University School of Medicine, 
333, Cedar Street, 
New Haven, 
Connecticut. 
March 6, 1940. 





THE SECOND AUSTRALIAN IMPERIAL FORCE 
AND ITS RECRUITS. 





Sir: I wish to express my appreciation and thanks for 
your helpful and constructive leader on the Second 
Australian Imperial Force and its recruits. 

I should like the opportunity of referring to one matter 
therein. You have been good enough to make some com- 
mendatory remarks regarding the institution of micro- 
radiography of the lungs. In apportioning credit for this 
I feel it would be unjust if the part played in it by the 
non-medical army authorities and the ministerial head of 
the army were not realized. That they were prepared to 
accept advice involving considerable expenditure on a 
method that had barely advanced beyond the experimental 
stage and that was subject to some degree of criticism 
shows a breadth of vision and an absence of that mis- 
understanding of medical necessities that you state has 
been apparent in other times. 

You rightly refer to the hardships inflicted on certain 
men who as a result of X ray findings have been dis- 
charged after previous acceptance as medically fit. You 
no doubt realize that the alternative was to accept the 
future pension involvements and the certainty of infection 
of other soldiers. That there was no greater criticism of 
these hardships was as gratifying as it was unexpected. 
In future the men will be typed and boarded within 
forty-eight hours. 

Yours, etc., 
R. M. Downes, 
Major-General, 
Director-General of Medical Services. 
Department of the Army, 


Melbourne, S.C.1, 
April 9, 1940. 





VITAMIN E AND PINK DISEASE. 





Sir: There is recorded in the literature, in young rabbits 
born of mothers with low vitamin E supply, a condition 
which may have some bearing on the problem of pink 
disease. ‘ 


These young animals, after being perfectly normal for 


three weeks or so, develop changes in the conjunctiva and 
in the neuro-muscular apparatus, with weakness and 
apparent paralysis. Microscopically, there is degeneration 
in the central nervous system and in the muscles con- 
cerned. The course of this condition is either that it 
continues or slowly clears up, or may even suddenly clear 
up, without the administration of vitamin E£, but the 
administration of vitamin E cures or prevents it. 

The clinical features as described appear to resemble 
in many ways the condition in pink disease. In the last 
number of Tue MepiIcaAL JourRNAL or AustRALIA Dr. Forsyth 
recorded that large doses of wheat germ appear to have a 
beneficial effect on cases of pink disease, and uttered a sus- 
Picion that it was not the vitamin B complex which was 
responsible. 





It would appear to be worth while trying the effect of 
pure vitamin E in these cases. One cannot, of course, 
exclude other factors, but the suggestion is made in view 
of the facts stated above. 

Yours, etc., 
R. Dovetas Wrieut. 

Department of Physiology, 

University of Melbourne, 
April 15, 1940. 





Ciniversity Intelligence. 


THE UNIVERSITY OF SYDNEY. 








Tue Registrar of the University of Sydney announces 
that Dr. Frank Byrom has been appointed Post-Graduate 
Lecturer in Pathology and Director of the Pathological 
Unit at the Prince Henry Hospital, and forwards the 
following note. 

Frank B. Byrom, M.D., B.S., M.R.C.P., M.R.C.S., British 
nationality, age thirty-seven, was educated at the London 
Hospital and the University of Chicago. 

After a distinguished course and graduation with dis- 
tinction in 1924, he held clinical positions in the London 
Hospital until 1930. He then became Rockefeller Research 
Fellow in the Department of Medicine and Biochemistry 
at the University of Chicago for one year and in the 
following year was Beit Memorial Research Fellow in 
the medical unit of the London Hospital. During 1933- 
1936 he was on the staff of the Bernhard Baron Institute 
of Pathology under Professor Turnbull as_ assistant 
director. Since then he has been engaged in research 
assisted by grants from the Medical Research Council. 
His publications on a variety of subjects, physiological, 
biochemical and pathological, are of a very high standard. 
Quoting from a personal letter from Professor Turnbull: 
“his work promises to revolutionize our conception of 
Bright’s disease” and also “he was for three or more 
years my Junior Assistant Director, so, if I may say so, 
he does know how a department of Morbid Anatomy should 
be run”. 

His candidature is supported very strongly by Professor 
Turnbull, the leading British morbid anatomist, in testi- 
monials and in a private communication to one of the 
committee. He was also the first choice of Professors 
Wright, of Liverpool, and Aitken, of Aberdeen, in personal 
letters. From various sources the committee is assured 
that Dr. Byrom is a man of pleasant personality and 
singleness of purpose. 


A 


Proceedings of the Australian Medical 
Boards. 





NEW SOUTH WALES. 





THE undermentioned have been registered, pursuant to 
the provisions of the Medical Practitioners Act, 1938- 
1939, of New South Wales, as duly qualified medical 
practitioners: 

Dan, Alexander Morven, M.B., B.S., 1940 
Sydney), 22, Wolseley Road, Point Piper. 

Yeates, Sidney Fergus Macrae, M.B., 1939 (Univ. 
Sydney), General Hospital, Brisbane. 

Jakins, William Barton, M.B., 1935 (Univ. Sydney), 


(Univ. 


Nimbin. 
The following additional qualifications have been 
registered : 


Paton, James Thomson (M.B., 1911, Univ. Sydney), 
M.R.A.C.P., 1940. 

Reiter, Nicholas (L.R.C.P., L.R.C.S., Edinburgh, 1936, 
L.R.F.P.S., Glasgow, 1936), M.R.C.P., Edinburgh, 
1938. 
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Mbituarp. 





HUGH SELBY COVERNTON. 





WE regret to announce the death of Dr. Hugh Selby 
Covernton, which occurred on April 15, 1940, at Adelaide, 
South Australia. 





jominations and Elections. 





Tue undermentioned have applied for election as 
members of the New South Wales Branch of the British 
Medical Association: 

Baird, Roy Fearon, M.R.C.S. (England), 1897, L.R.C.P. 
(London), 1897, Norfolk Island. 

Priestley, John Henry, M.B., B.S., 1939 (Univ. Sydney), 
54, Fuller’s Road, Chatswood. 





The undermentioned have applied for: election as 
members of the South Australian Branch of the British 
Medical Association: 

Dunstone, J. L., M.B., B.S., 1939 (Univ. Adelaide), 
Royal Adelaide Hospital, Adelaide. 

Wood, M. B., M.B., B.S., 1939 (Univ. Adelaide), Royal 
Adelaide Hospital, Adelaide. 


The undermentioned have been elected members of the 
South Australian Branch of the _ British Medical 
Association: 

Bidstrup, Patricia Lesley, M.B., B.S., 1939 (Univ. 
Adelaide), Royal Adelaide Hospital, Adelaide. 
Dibden, William Andrew, M.B., B.S., 1939 (Univ. 
Adelaide), Royal Adelaide Hospital, Adelaide. 
Fox, Ina Alice Owen, M.B., B.S., 1938 (Univ. Adelaide), 

Royal Adelaide Hospital, Adelaide. 








ee 
Books Received. 
A GUIDE TO OPHTHALMIC OPERATIONS, by J. Bruce 
Hamilton, M.B., Ch.M., D D.O.M.S., F.R.A.C.S., with 


a foreword by Sir James Barrett, K.B.E., C.B., C.M.G., 
M.D., M.S., F.R.C.S., F.R.A.C.S., LL.D.; 1940. London : 
H. K. Lewis and Company Limited. Demy 8vo, pp. 216. 
Price: 10s. 6d. net. 

MINOR SURGERY, by R. J. McNeill Love, M.S., F.R.C.S.; 1940. 
London: H. K. Lewis and Company Limited. Crown 8vo, 
pp. 378, with 155 illustrations. Price: 12s. 6d. net. 

FOOD VALUES AT A GLANCE AND HOW TO PLAN A 
HEALTHY DIET, by Violet G. Plimmer; 1940. London: 
Longmans, Green and Company. Crown 8vo, pp. 190, with 
41 tables and charts, of which 27 are in colour. Price: 
6s. net. 

THE PHYSIOLOGICAL BASIS OF MEDICAL PRACTICE: 
A UNIVERSITY OF TORONTO TEXT IN APPLIED 
PHYSIOLOGY, by C. H. Best, M.A., M.D., D.Se., F.R.S., 
F.R.C.P. (Canada) and N. B. Taylor, M.D., F.R.S., 
F.R.C.P. (Canada), F.R.C.S., M.R.C.S., L.R.C.P.; Second 
Edition; 1939. London: Bailliére, Tindall and Cox. 
em 8vo, pp. 1890, with 497 illustrations. Price: 
55s. net. 





Wedical Appointments Vacant, ete. 


For announcements cf medical appointments vacant. assistants, 
locum tenentes sought, etc., see “Advertiser”, vages xiii, xv. 








DEPARTMENT OF Pustic HeattH, WESTFRN AUSTRALIA: 
Medical Officer. 

Sr. Groree District Hosprrar, Kogaran, New Sovutn 
Wates: Pathologist. 

Tue BRISBANE AND Soutn Coast Hospritats BoarpD, QUEENS- 
LAND: Junior Psychiatrist. 

Tue Racuet Forster Hosprrar ror WoMEN AND CHILDREN, 
Sypney, New Sovutn Wates: Honorary Officers. 

Tue Vicrorran Eye aANnpd Ear MHosprtat, MELBOURNE, 
Victoria: Resident Surgeon. 





Wevical Appointments: Important Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1, 





BRANCHES. APPOINTMENTS. 





Australian Natives’ Association. 

Ashfield and District United Friendly 
Societies’ Dispensary. 

Balmain United Friendly Societies’ Dis- 


pensary. 
al SouTH WALsS: Lotnharé ane. , Potershem United 
rary ’ endly ties’ spensary. 
135, Macquarie Street,| Manchester Unity Medical and Dispen- 
Sydney. sing Institute, Oxford Street, Sydney. 
North Sydney Friendly Societies’ Dis- 
pensary Limited. 
People’s Prudential Assurance Company 


mited. 
Phenix Mutual Provident Society. 





Associated Medical Services Limited. 

All Institutes or Medical Dispensaries. 

Australian Prudential Association, Pro- 

VICTORIAN: Honorary rietary, Limited. 

Secre Medical | Federated Mutual Medical Benefit 
East Societ: 


tary, 
Society Hall, y. 
Melbourne. Mutual National Provident Club. 
National Provident Association. 
Hespital or other appointments outside 
Victoria. 





Brisbane Associate Friendly Societies’ 
Medical Institute. 
Proserpine District Hospital. 
QUEENSLAND: Honor-| Members accepting LODGE appoint- 
ary Secretary, B.M.A. ments and those desiring to accept 
House, 225, Wickham appointments to any COUNTRY 
Terrace, Brisbane, HOSPITAL or position outside 
B.17. Australia are advised, in their own 
interests, to submit a copy of their 
Agreement to the Council before 


signing. 





All Lesee appointments in South Aus- 


tralia. 
All Contract Practice Appointments in 
South Australia. 


SoutH AUSTRALIAN : 
Secretary, 178, North 
Terrace, Adelaide. 





WESTBRN AU s- 


TRALIAN : Honorary | Wiluna Hospital. 
Secretary, 205, Saint| All Contract Practice Appointments in 
ein o Terrace, Western Australia. 

erth. 








Editorial Motices. 





MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, TH® 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THe MEDICAL JouRNAL oF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-r 
of journals unless such a notification is received within oné 
month. 


SuBscRIPTION RatTsBs.—Medical students and others not 
receiving THs MeEpicat JouRNAL oF AvusTRALIA in virtue 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 





yy &* wt at 
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ineome £1,600. 


facilities. 
2.N.8.W., suburban, Old-established 


property also for sale. 
practice. 


£2,000 per annum. Price £1,000. 





1.N.S.W. country practice in good pastoral district, 
Price, including house valued £900, 
£2,000. Terms arranged. Good hospital and domestic 


residential suburb. income average £2,500. 
Price £5,750, house and 


3. N.S.W., unopposed practice in farming district, income 


valuation, £1,000. Terms arranged. 
FINANCIAL ASSISTANCE FOR THE PURCHASE OF PRACTICES IS AVAILABLE IN APPROVED CASES 


Provision of a 


Practice in good 
Fine 


House for sale at 


British Medical Agency of New South Wales Ltd. 


B.M.A. HOUSE, 135-137 MACQUARIE STREET, SYDNEY 
FOR ALL MEDICAL AGENCY SERVICE 


Sale or Purchase of Medical Practices, Partnerships, etc. 
suitable locum tenens or 
Insurances of all kinds, at competitive rates. 
and duplicating service, and for sound advice. 
CONSULT YOUR OWN AGENCY 
E. J. L. DAVIES, Secretary. 
Telephone: B 4159. After hours: JA 5412. 


Telegrams: “‘Locumtens’, Sydney. 


assistant. 
Copying 











SALE OF PRACTICES 
LOCUM TENENS 
INVESTMENTS 
FIRE INSURANCE 





RITISH MEDICAL AGENCY 
OF QUEENSLAND 
PTY. LTD. 
ACCIDENT INSURANCE ai eauniniad aaaitie = 
‘Phone S. N. COBBOLD, Manager, B 9597. BRISBANE, B 17. Telegrams: “MEDICINE” BRISBANE 


PURCHASE OF PRACTICES 
PARTNERSHIPS 
INDENTS 
LIFE ASSURANCE 
ENDOWMENT ASSURANCE 














HE RACHEL FORSTER 
HOSPITAL FOR WOMEN AND 
CHILDREN, 

George Street, Redfern. 
APPLICATIONS are invited up to 

4th May: 
1. From qualified Medical Prac- 


titioners for the following positions: 


Honorary Physician for Diseases of 
the Skin. 

Honorary Senior Assistant Surgeon 
for Ear, Nose and Throat. 


2. From qualified Medical 
for the following positions: 


Honorary Relieving Assistant Physi- 


Women 


cian. 

Honorary Relieving Junior Assistant 
Surgeon. 

Honorary Relieving Junior Assistant 
Gynecologist. 

Honorary Assistant Anesthetist. 

Medical Officer to Out-Patients 


(attendance one evening session 


per week, remuneration £1 1s. per 
Session ). 
Applications should be sent in 


writing, together with copies of testi- 
monials. Further particulars may be 
obtained from the Secretary. Personal 
canvassing will disqualify applicants. 
Signed on behalf of the Board of 

Directors, 

KATHARINE OGILVIE, 

Secretary. 


S. CLIFFORD MOTTERSHAW 


C.S.M.M.G., A.C.B.M., N.R. (Lond.), 
A.M.A. (Syd.) 
CHARTERED MASSEUR AND 
ELECTROTHERAPIST 
Massage, Medical Gymnastics, 
Electrotherapy, Zotofoam Baths. 


“Wyoming”, 175 Macquarie St., Sydney 








Telephones: B 3004, UX 6342. 


APPOINTMENTS AVAILABLE. 





lease. 
district 


1. Practice for 
solo practice, good 
Brisbane. 
Duration of war, with option purchase. 

2. Locum wanted, large city prac- 
tice, attractive terms, period whilst 
principal engaged war services. Excel- 
lent living conditions. Preference 
given to middle-aged practitioner. 
Takings exceed £3,000 p.a. 

3. Practice for sale, surgical, takings 
exceed £2,500 p.a. Lease might be 
considered to suitable applicant. 

4. Other opportunities available. 

Doctors will be well advised in their 
own interests to forward particulars 
of their requirements to the 

BRITISH MEDICAL AGENCY OF 

QUEENSLAND PTY. LTD., 
B.M.A. House, 225, Wickham Terrace, 


near 





Brisbane. 

Telephone B 9597. 
Telegrams: ‘Medicine’, Brisbane. 
—* EYE AND EAR 

HOSPITAL. 





RESIDENT SURGEON. 





APPLICATIONS are invited for the 
above position. 

The appointment is for the full 
term of six (6) months. 

Salaries: Senior Resident at the 
rate of £150 per annum, plus a bonus 
of £12 10s. on completion of term. 
Junior Resident at the rate of £104 
per annum, plus a bonus of £10 on 
completion of term. 

Applications to be made on Forms 
obtainable at the office of the under- 
signed. 

By order. 
J. MILLAR, 
Melbourne, Secretary. 
10th April, 1940. 


Attractive | 


Takings exceed £2,000 p.a. | 


| 


SYDNEY MAN TO BE TRIED. 





Death in Hospital. 





Under the above heading in the 
issue of the “Herald” Melbourne of 
the 15th February last it was reported 
that one, Andrew John Gibson, 
registered in his alleged real name 
of Henry Cecil Rutherford Darling 
as a medical practitioner of Sydney 
had been charged with unlawfully 
killing one, Gladys Ada _ Elizabeth 
Higginbotham, false pretences and 
giving false death certificates. 


“The Herald” Melbourne wishes to 
make it quite clear that the Henry 
Cecil Rutherford Darling above 
mentioned is in no way identical or 
connected with Dr. Harry Cecil 
Rutherford Darling, of 229 Macquarie 
Street, Sydney, and expresses its 
regret for any false impression to the 
contrary that may have been con- 
veyed by its report. 

THE PROPRIETORS, 
“THE HERALD” Melbourne. 








M.S.R., B.P.A., N.R. (Eng.), 
Masseur, Physio-Therapeutist. 
Short and Ultra-Short ave, 6 
to 20 Metres (all modalities), 
Ultra-Violet, Infra-Red, Dia- 
thermy, Electrical Iontophoresis. 
Workers’ Compensation cases 
under Medical Supervision. 
“Wembury”, 
42 Elisabeth Street, Ashfield. 
Telephone UA 1097. 














DVERTISING RATES for classified 
advertisements in THe MepicaL 
JOURNAL OF AUSTRALIA are 7s. per 
inch single column, casual; 6s. per 





inch single column, contract. 
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Commonwealth of Australia—Department of Health 





Insulin is available at the following prices: 


Commonwealth “INSULIN” 


5 c.c. phial of 100 units (20 units per cc.) .. .. .. «- 1/6 
5 c.c. phial of 200 units (40 units per cc.) .. .. .. «.. 2/10 
5 c.c. phial of 300 units (60 units per cc.) .. .. .. .. 4/3 


Every batch of Commonwealth Insulin is carefully tested before issue and the UNIT EMPLOYED 
IS THAT OF THE STANDARD ISSUED UNDER THE AUTHORITY OF THE LEAGUE OF NATIONS. 


COMMONWEALTH INSULIN IS — HIGHLY PURIFIED, STABLE, ACTIVE, 
STERILE. 








Commonwealth 


PITUITARY EXTRACT 


IS PHYSIOLOGICALLY STANDARDIZED IN ACCORDANCE WITH THE RECOMMENDATIONS OF 
THE LEAGUE OF NATIONS TECHNICAL CONFERENCE. 


1 box of 6 x | c.c. Surgical, 20 International Units per c.c. .. .. 8/6 
1 box of 6 x 4 c.c. Surgical, 20 International Units per c.c. .. .. 5/- 
1 box of 6 x 1! c.c. Obstetrical, 10 International Units per cc. .. .. 5/- 
1 box of 6 x 4 c.c. Obstetrical, 10 International Units per cc. .. .. 3/6 


Supplies may be obtained from the Commonwealth Serum Laboratories, Parkville. Victoria, and also 
from the following: Director-General of Health, Canberra; Chief Quarantine Officer (General), Anzac 
Square, Adelaide Street, Brisbane, Qid.; Chief Quarantine Officer (General), Customs House, Circular 
Quay, Sydney, N.S.W.; Chief Quarantine Officer (General), C.M.L. Building, 41-47 King William Street, 
Adelaide, S.A.; Chief Quarantine Officer (General), G.P.O., Perth, W.A.; Chief Quarantine Officer 
(General), Commonwealth Health Laboratory, Launceston, Tasmania. 





COMMONWEALTH SERUM LABORATORIES 


PARKVILLE, N.2 VICTORIA AUSTRALIA 
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